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Academic Dossier
This section contains three essays, three reflective accounts relating to problem 
based learning exercises and two process accounts relating to case discussion 
groups.
Adult Mental Health Essay
Compare and contrast the theoretical underpinning and effectiveness 
of two formal models of psychological intervention that are used in the 
treatment of generalised anxiety disorder (GAD).
January 2005 
Year 1
Adult Mental Health Essay
Part one: Aims of the essay
Introduction
Rationale behind the essay title choice
Part two: Comparison of the theoretical underpinning of GAD in the context of
CB and PD approaches in light of evaluation of the literature and 
the author’s clinical work.
Part three: Comparison of the relative effectiveness of cognitive-behaviour
therapy (CBT) and psychodynamic therapy (PDT) in the treatment 
of GAD in the light of evaluation of the literature and the author’s 
clinical work.
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Part One
Aims of the essay
1) Compare and contrast the theoretical underpinning of generalised anxiety 
disorder (GAD) within the context of cognitive-behavioural (CB) approaches and 
psychodynamic (PD) approaches;
2) Compare and contrast the effectiveness of CB and PD approaches in the 
treatment of GAD;
3) In the light of these comparisons, allow the author to inform her clinical 
practice with regards to conceptualisation and treatment of patients with GAD.
Introduction and Rationale for Essay Choice
Generalised anxiety disorder is a ubiquitous, chronic and debilitating disorder. 
(Lader & Marks, 1971; Blazer et al., 1991; Weissman & Merikangas, 1986) and 
impacts considerably upon not only those experiencing it directly, but carers, 
families and society also (Highet & Thompson, 2004). Despite being first 
described by Freud as ‘free floating anxiety’ in the late nineteenth century, GAD 
was not included in diagnostic classification systems until the late twentieth 
century (American Psychiatric Association, 1980). GAD has since continued to be 
the source of ongoing research, resulting in altering diagnostic criteria (American 
Psychiatric Association, 1980; 1987; 1994), and reflecting differing approaches to 
the conceptualisation of this disorder.
Three factors have influenced the author’s rationale behind electing to undertake 
this particular essay title. Firstly, given the high incidence of this disorder it is 
likely that the author will encounter GAD amongst her patients throughout her 
clinical career. A greater understanding of the theoretical underpinning and
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treatment of the disorder derived from critical evaluation of the literature and 
reflection upon her own clinical experience is therefore crucial to her 
development as a clinician.
Secondly, in evaluating the evidence around treatment of this disorder, it is 
anticipated that the author will reflect her findings in her practice in order to 
deliver the most effective intervention for her patients, thus ultimately potentially 
reducing the burden currently endured by all those affected by the disorder.
Thirdly, it is hoped that by addressing this relatively under-researched disorder 
(Dugas, 2000) that the author can further the body of literature associated with 
GAD by a) exploring and thus clarifying the theoretical underpinning and 
treatment of the disorder in the context of CB and PD approaches and b) 
highlighting some directions for further research thus increasing academic and 
clinical awareness of the disorder.
The author has elected to compare and contrast the theoretical underpinning and 
treatment of GAD within the context of CB and PD approaches. The rationale 
behind this decision reflects the author’s desire to increase her understanding of 
two different approaches to conceptualisation and treatment of the disorder. The 
similarities and differences between these approaches allow for an interesting 
discussion of the ways in which these theories can contribute to clinicians’ 
understanding and treatment of GAD.
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Part Two
Comparison of the theoretical underpinning of GAD in the context of CB 
and PD approaches
a) CB underpinning of GAD
Following a review of the CB literature, the author has conceptualised GAD 
across the following domains:
i) The ‘anxiety program’
ii) Worry as a metacognition
iii) Intolerance of uncertainty
iv) Poor problem orientation
v) Cognitive avoidance.
i) The ‘anxiety program’
Cognitive explanations of anxiety disorders entail individuals overestimating the 
danger inherent in a given situation and this overestimation activates the ‘anxiety 
program’. The anxiety program is a set of automatic responses inherited from our 
evolutionary past which were originally designed to protect us from harm within a 
primitive environment (Beck, 1976).
In those patients with anxiety disorders, the responses activated by the anxiety 
program are inappropriate for the situation yet rather than serve a useful function 
they are often interpreted as further sources of threat leading to development of a 
vicious circle. The author of this essay considers the anxiety program to be the 
bio-cognitive-behavioural response to anxiety provoking stimuli, and not exclusive 
to patients with GAD. It is the inclusion of the remaining four themes identified in 
the literature which enable the author to gain a more complete picture of GAD as 
defined within the CB model.
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ii) Worry as a metacognition
Worry as a defining feature of GAD has been the subject of much research (e.g. 
Wells & Carter, 2001) and subsequently, the DSM-IV now stipulates that the 
central and defining feature of GAD is worry (American Psychiatric Society, 
1994). The author was keen to explore what it is about the worry which 
differentiates it from worry experienced by non anxious individuals and the worry 
evident in other anxiety disorders. In exploring this concept, three hypotheses 
emerged.
The author’s first hypothesis that it is the content of the worrying thought which 
distinguishes between ‘normal’ and pathological worry was not upheld following a 
review of the literature. Research suggests that it is not the content but rather the 
extent to which the person feels able to control the worrying thoughts, the 
unrealistic and/or excessive nature of the worry and the person’s appraisal of the 
activity of worrying which characterises the worry evident in patients with GAD 
(Craske etal., 1989; Wells, 1994).
The author’s second hypothesis that it is the duration of the worry that 
distinguishes GAD patients from non pathological worriers was upheld. In order 
to fulfill DSM-IV diagnostic criteria worry needs to have been present for six 
months or more.
The author’s third hypothesis that it is an individual’s belief about worry that 
differentiates between ‘normal’ worry, worry evident in other anxiety disorders 
and worry evident in GAD was also upheld following exploration of the literature. 
Wells’ (1995; 1999) model of anxiety incorporates Type 1 and Type 2 worry. Type 
1 worries concern external daily events, i.e. the content of the worry (e.g. a social 
occasion) and Type 2 worries are essentially worries about worry (e.g. ‘I could 
enter a state of worry and never get out’). GAD patients may develop positive or 
negative beliefs about worrying, both of which can maintain the problem. Positive
11
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appraisals about worrying might include “worrying helps me cope” or “if I worry I 
can prevent bad things from happening to me”. Positive interpretations of worry 
enable the progression of worry as a safety strategy and compound the problem 
as patients deliberately engage in worrying. Similarly a negative appraisal of 
worry might be “I can’t control my worries” in which case the appraisal facilitates 
avoidance of situations, ultimately maintaining worry. Davey, et al., (1996) 
highlighted how those individuals with more negative and positive beliefs about 
the consequences of worrying have a greater tendency to worry. Beliefs about 
worry have been demonstrated to relate to the level of worry (Freeston et al., 
1994).
The specificity of beliefs about worry (i.e. Type 2 worries or metaworries) to GAD 
has been highlighted by Wells and Carter (2001) who demonstrated Type 2 
worries to be a central, defining feature of patients with GAD. The authors 
differentiated GAD patients from other anxiety disorder patients by demonstrating 
that GAD patients had significantly higher metaworry scores than patients with 
various other types of anxiety disorders (e.g. panic, social phobia).
This model of GAD compliments my own conceptualisation of the disorder. Those 
patients with whom I have engaged for the purpose of treating their GAD have 
exhibited excessive, uncontrollable worry and their appraisal of their worry has 
further exacerbated the problem. In illustration of this, Jane* worried excessively 
that she would not succeed in gaining a promotion at work. Jane’s* worry 
escalated to the extent that she was not able to sleep at night. In exploration of 
why she was not able to sleep, it emerged that it was not the thought of the 
promotion that kept her awake but rather it was her appraisal of the act of 
worrying. I.e. she believed that she was unable to control her worries and this 
meant that she was “cracking up”.
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iii) Intolerance of uncertainty
Intolerance of uncertainty has been defined as the way an individual perceives 
information in uncertain or ambiguous situations and responds to this information 
with a set of cognitive, emotional and behavioural reactions (Ladouceur, Talbot & 
Dugas, 1997) evident in the ‘anxiety program’ response (Beck, 1976). Patients 
with GAD interpret uncertainty as negative, to be avoided, and have difficulty 
functioning in uncertain situations. The high prevalence of uncertainty in everyday 
life enables patients with GAD to easily find grounds for worry (Heimberg, et al., 
2004).
Intolerance of uncertainty has been demonstrated to be greater in GAD patients 
than non clinical controls (Dugas et al., 1998). Intolerance of uncertainty has 
recently been found to be a central feature in GAD (Dugas, et al., 2004) 
demonstrating that intolerance of uncertainty is highly and specifically related to 
GAD.
Despite the literature suggesting the key role of intolerance of uncertainty in 
GAD, the author can not recall a GAD patient who has demonstrated this 
symptomatology. Although perhaps attributable to the author’s relatively limited 
experience in this area, the lack of evidence of this in her clinical work leads her 
to challenge that intolerance of uncertainty is so central and specific to GAD. 
Perhaps this is a stance that will change as the author progresses through her 
clinical career.
iv) Poor Problem Orientation
Problem orientation has been defined as the extent to which an individual is 
aware of and feels able to cope with everyday problems (Dugas et al., 1995; 
Dugas, et al., 2004). Poor problem orientation has been associated with 
increased worry (Breitholtz, et a/., 1998; Davey, 1994; Dugas et al., 1995;),
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particularly amongst females (Robichaud, et al., 2003) and has been found to be 
affected by intolerance of uncertainty (Dugas, et al., 1997).
Beck et al. (1985) suggested that the anxiety program activates when the cost of 
the perceived threat outweighs the individual’s perceived ability to cope with it, 
therefore highlighting individuals’ perceived effectiveness of their coping 
mechanisms as a crucial factor in GAD. Dugas et al. (2004) highlighted that 
while poor problem orientation is highly related, it does not appear to be specific 
to GAD. Borkovec, et al., (1991) suggested that the activity of worrying in GAD is 
negatively reinforced by its anxiety reducing effects and thus control of the 
activity diminishes and poor problem orientation ensues.
The author’s clinical work and review of literature pertaining to metacognitions 
outlined above leads her to consider that it is not the perceived lack of ability to 
cope (i.e. poor problem orientation) per se which is specific to GAD. Rather it the 
perceived inability to cope with or control worries that makes poor problem 
orientation key and specific to GAD.
v) Cognitive avoidance
Research has suggested that worry functions as a distraction from more 
emotional topics among GAD patients (Borkovec & Roemer, 1995). Borkovec
(1994) illustrated that non GAD subjects worry about traumatic events more than 
GAD patients, suggesting GAD patients’ worry functions as a form of avoidance 
This was also demonstrated by Borkovec and Hu (1990) who illustrated that 
subjects who worry displayed less heart rate response to phobic stimuli than 
those engaged in relaxed or neutral thinking. Cognitions in worry have been 
found to be semantic rather than imaginai, further highlighting how worry may 
serve as a means of avoiding more emotive thoughts (Borkovec & Inz, 1990; 
Freeston et al., 1996). Cognitive avoidance, while prominent amongst patients 
with GAD is not considered by Dugas et al. (2004) to be specific to GAD.
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The author does not consider worrying thoughts per se to function as a form of 
cognitive avoidance or indeed to be key or specific to GAD. Rather it is Type 2 
worries (i.e. metacognitions, worrying about worrying) that distract the GAD 
patient from more emotional topics that may be defined as serving the function of 
cognitive avoidance.
b) PD underpinning of GAD
Following a review of the psychodynamic literature, a number of themes emerged 
in aiding the conceptualisation of GAD within the content of PD approaches. 
Given the limitations of space imposed upon this essay, the author will address 
only those themes which were most pertinent.
i) The toxic theory
ii) Signal theory
iii) Attachment theory
iv) Interpersonal psychodynamic theory
v) Worry as a defense mechanism.
i) The Toxic Theory
In his initial conceptualisation of ‘free-floating’ or generalised anxiety Freud’s 
explanation of anxiety (1895-1926) was that it is the result of repressed or 
nondischarged sexual impulses, speculating that sexual frustrations were the 
source of anxiety (Zerbe, 1990). Treatment in line with this theoretical 
conceptualisation aims to bring to the fore the hitherto repressed sexual urges in 
order that they may be channeled into a more appropriate form (Crits-Christoph,
et al., 2004). Drawing on her own clinical work, the author has not come across
any cases which illustrate this particular theory. Coupled with the fact that there is 
limited empirical evidence regarding Freud’s initial conceptualisation of GAD, the 
author is more inclined to consider other psychodynamic approaches as more 
probable.
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ii) Signal Theory
Freud’s later conceptualisation of GAD proposes that a small amount of anxiety 
from a perceived threat signals to the ego to be alert. In order to protect the 
consciousness from trauma and the threat itself, defenses are activated and 
anxiety is repressed (Zerbe, 1990; Crits-Christoph et a/., 2004). Should the 
anxiety be overwhelming and/or the defenses fail, anxiety ensues. Treatment 
within this model focuses on enabling the patient insight into the disproportionate 
relation between the actual and perceived danger. This treatment mirrors the 
author’s clinical work and modern CB approaches, thus highlighting an area in 
which CB and PD approaches to the conceptualisation of GAD overlap in 
principle though differ in terminology.
iii) Attachment theory
Many authors post Freud started to conceptualise anxiety within the context of 
the effects of human relations on psychological growth. In his paper in 1960, 
Bowl by identified the link between attachment style and separation anxiety. This 
link between attachment style and anxiety has been replicated by others (e.g. 
Cassidy & Berlin, 1994; Manassis et al., 1994; Fonagy et al., 1996; Eng et al., 
2001). Bowl by (1960) suggested that intense separation anxiety was rooted in 
the child’s uncertainty about the availability of the attachment figure, perhaps 
explaining the pertinence of intolerance of uncertainty included within a CB 
framework.
While much of the work in this area has focused on other anxiety disorders, 
researchers have begun to illustrate the pertinence of attachment styles to GAD 
specifically. For example, Cassidy (cited in Heimberg, Turk & Mennin, 2004) 
highlighted that childhood experiences of people with GAD were characterised by 
more enmeshment (where the child attends to the needs of the caregiver without 
necessarily having their own needs met) than those individuals without GAD. The
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absence or uncertainty of the availability of a caregiver is associated with anxiety 
as the child engages in behaviour aimed at securing its instinctual needs.
It has been speculated that insecure attachment style and enmeshed 
relationships may play an etiological role in the development of intolerance of 
uncertainty (Dugas, et al., 2004); a key component of GAD according to cognitive 
approaches outlined above. The concepts of attachment style and early 
childhood relationships as being a potential risk factors for the development of 
uncertainty in GAD patients thus allows another opportunity for both CB and PD 
theoretical frameworks to provide complimentary approaches to the 
conceptualisation of GAD.
In reflecting upon her work with patients with GAD within the context of the 
developmental/psychodynamic approach illustrated here, the author is able to 
concur with the principles of this theory since she has observed a number of 
cases where patients have become dependent upon the therapeutic relationship, 
suggesting evidence of insecure attachment style. Due to her limited work within 
the psychodynamic model however, the author had not previously formulated in 
this way, working instead within a largely CB theoretical framework. Exploration 
of GAD within the context of attachment theory and the importance of early 
relationships with caregivers has increased the author’s understanding of the 
disorder which will be reflected in her clinical work.
iv) Interpersonal Psychodynamic Theory
Interpersonal psychodynamic conceptualisations of GAD derive from the work of 
a number of researchers who suggested that internalised representations of the 
self and others are activated later in life and impact upon ongoing interpersonal 
relationships and generate anxiety (e.g. Zerbe, 1990; Crits-Christoph, 2002). 
Homey (1950) suggested that relationships that hindered psychological growth in 
children lead to a lack of confidence in the self and others, evoking feelings of
17
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helplessness and isolation, leaving the child with a “basic anxiety”. Sullivan 
(1953) illustrated that anxiety arose from anticipated disapproval from significant 
others in early life.
Demonstrating the overlap of the interpersonal and object relations school, 
Fairbairn’s (1952) theory rested upon the assumption that anxiety is evoked when 
conflict between the need for dependency on the mother and a more autonomous 
relationship is not resolved. Klein conceptualised anxiety as occurring when the 
infant can not initiate the presence of the caregiver (Segal, 1964). In such 
instances the object (the caregiver) can quickly become bad or attacking leading 
the infant to feel persecuted or paranoid evoking the anxiety of the paranoid 
position. The anxiety of the depressive position is evoked where the object 
remains good and the anxiety revolves around maintaining and preserving the 
good object rather than feeling attacked by a bad object (Segal, 1964).
Interpersonal issues have been connected to other key components of the 
conceptualisation of GAD within both CB and PD frameworks, demonstrating to 
the author the potential for interpersonal issues to provide the stepping stone by 
which to integrate the differing theoretical approaches offered by CB and PD 
models. For example, linking to other conceptualisations within a PD model, 
Lichtenstein & Cassidy (cited in Heimberg et al., 2004), suggested that 
interpersonal issues are linked to insecure attachment style as GAD subjects felt 
more rejected as children by caregivers than non GAD subjects. Highlighting the 
link between interpersonal issues and a CB model, Borkovec et al. (1983) found 
that worry was associated with interpersonal concerns. Similarly, reflecting 
distorted thought processes evident within CB approaches, Fromm-Reichmann
(1995) illustrated the circular relation of anxiety leading to distorted thoughts 
about people, and distorted thoughts about people leading to anxiety.
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Furthermore, interpersonal factors have been hypothesized to explain those 
cases not responsive to CB therapy (Borkovec & Whisman, 1996) and the 
potential utility of using interpersonal therapy to increase therapeutic 
effectiveness of cognitive treatment has been suggested (Borkovec et al., 2002) 
and will be discussed in more detail in part three.
Reflective of her review of the literature and her clinical observations the author 
considers that a) interpersonal issues play a key role in GAD and b) integrating 
interpersonal issues with CB approaches allows for greater insight into the 
disorder and its treatment.
v) Worry as a defense mechanism
Since worry is a central feature in the diagnosis of GAD (American Psychiatric 
Association, 1994) it is of particular pertinence to this essay that worry is 
conceptualised so similarly by CB and PD approaches. Since worry has been 
found to distract the GAD patient from more emotional topics (e.g. Borkovec & 
Roemer, 1995) worry can be conceptualised within the context of the 
psychodynamic theoretical framework as a defense mechanism. It is the author’s 
viewpoint that CB and PD explanations of worry as cognitive avoidance and a 
defense mechanism respectively describe the same phenomenon; the difference 
is simply semantic.
c) Summary of theoretical underpinning of GAD
Following a review of the literature and drawing upon her clinical work, the author 
regards there to be two key theoretical components underpinning GAD: worry 
and interpersonal issues. The author considers both CB and PD approaches to 
be central to the understanding of worry as a key feature. I.e. worry as a 
metacognition, form of cognitive avoidance and a defense mechanism. PD and 
CB approaches are again both critical in understanding interpersonal issues as 
an integral part of GAD, i.e. that they arise from experiences in early childhood
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relationships and continue to cause anxiety in later life, and that distorted 
perceptions of relationships with others are the source and result of further 
interpersonal problems.
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Part Three
Comparison of the effectiveness of cognitive-behaviour therapy (CBT) and 
psychodynamic therapy (PDT) in the treatment of GAD
Given the limitations of space imposed upon this essay, it is not possible to 
review the effectiveness of all treatment approaches within CB and PD models. 
Rather, the treatments aimed at targeting the key components of GAD as defined 
by the author (i.e. worry and interpersonal issues) will be evaluated.
a) Treatment of worry
i) Treatment of worry as a metacognition
Further to the CB theoretical underpinning of worry as a central feature of GAD 
outlined in part two, treatment within this model utilises CB approaches and 
focuses upon challenging beliefs about the consequences of worrying rather than 
the content of worries. A number of studies have suggested the effectiveness of 
challenging metacognitions in reducing symptoms of GAD.
Firstly, Ladouceur et al. (2000) found their treatment which exclusively targeted 
worry to be effective both post treatment and at six and twelve month follow up. 
Significant differences were elicited on all measures for the treatment group but 
on none of the measures for the waitlist control group. This randomised 
controlled trail (RCT) demonstrates that a CBT targeting intolerance of 
uncertainty, erroneous beliefs about worry, poor problem orientation and 
cognitive avoidance is effective for treating GAD (Ladouceur et al., 2000). Given 
the high levels of co-morbidity among GAD patients (Sanderson et al., 1990), the 
significant reductions in co-morbid conditions also resulting from this treatment is 
promising for the generalisability of these results to the author’s clinical work.
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Despite the limitations of this study (namely small sample size; n=26), the authors 
nevertheless demonstrate the efficacy of CBT in treating metacognitions; a 
component considered central to GAD.
Secondly, Borkovec et al. (1983) illustrated the effectiveness of stimulus control 
treatment, leading to a greater reduction in daily worry reports than evident 
among non treatment controls. Components to the treatment included identifying 
worrisome thoughts, establishing a worry period to take place at the same place 
and location each day, and postponing worrying until this allocated worry period. 
Despite the relatively small sample size (n=51) and the use of psychology 
students rather than patients with a diagnosis of GAD, these results do suggest 
the potential utility of stimulus control in the treatment of GAD. This is supported 
by the author’s clinical observation that treatment of GAD patients using stimulus 
control has been effective in reducing a) the number of worries and b) the fear 
around uncontrollability of worry, thus providing further evidence for the 
conceptualisation and treatment of GAD within a metacognitive model.
Given the limited literature pertaining to outcome trials of treatment focused on 
metacognitions of worry in GAD patients, it is probably too early to conclusively 
consider metacognitive-focused CBT to be effective. However, preliminary 
results do suggest such treatment to be efficient and effective (Wells & Carter, 
2001). Furthermore, the author has observed clinical work in which treatment has 
entailed components of a metacognitive-focused model and has observed this to 
be effective in decreasing symptoms among a number of GAD patients.
ii) Treatment of worry as a form of cognitive avoidance / defense mechanism 
Since the avoidance component to worry is evident in both the CB and PD 
theoretical models underpinning GAD, treatment aimed at addressing avoidance 
is evaluated in the context of CBT and PDT. As outlined in part two, CB 
approaches aim to treat worry as a form of cognitive avoidance whereas PD
22
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approaches focus on worry as a defense mechanism; a difference considered by 
the author to be merely semantic.
Recall how Borkovec and colleagues conceptualised worry as a form of cognitive 
avoidance following the finding that worries are semantic rather than imaginai in 
nature (discussed in more detail in part two). In applying this theory to treatment 
of GAD, Dugas et al. (1997) suggested that cognitive avoidance should be 
addressed by cognitive exposure directed to the worst image associated with the 
worry. By provoking the emotional arousal associated with the image associated 
with an uncertain event, it is hypothesized that GAD patients would realise they 
are able to tolerate anxiety symptoms and uncertainty to a greater degree that 
they initially expected (Dugas et al., 1997). This hypothesis was upheld by 
Ladouceur et al. (2000) whose treatment incorporating cognitive exposure of this 
nature was included in their CB approach to treatment of patients with GAD, 
which yielded significant reduction in symptoms. The specific effects of cognitive 
exposure alone however remain definitively unexplored.
Conversely, working within a PD model, Crits-Christoph et al. (2004) stated their 
conceptualisation of worry as ‘a common defense used to avoid exploration or 
more painful experiences and feelings’ (p313), yet they go on to say that 
interpretation or confrontation of this defense should not be the primary 
intervention strategy within their supportive-expressive psychodynamic treatment 
(SEPT) model. This is in stark contrast to the approach employed in CBT where 
there is direct emphasis upon cognitive avoidance.
Perhaps the utilisation of strategies addressing cognitive avoidance included in 
CBT may go some way to explaining the apparent superiority of CBT over PDT 
described in the literature (Durham et al., 1994; Durham et al., 1999). Perhaps 
longer-term psychodynamic therapy in which the therapeutic alliance has been 
allowed to become strong enough to cope with investigating pathological aspects
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of defense mechanisms may elicit different results. Until such a time when long­
term psychodynamic therapy is compared with CBT, this hypothesis remains 
speculation. In the meantime it appears to the author that addressing avoidance 
in therapy is associated with better treatment outcomes.
b) Treatment of interpersonal issues
Treatment of interpersonal problems occurs within CBT and PDT. Treatment 
within a PD model focuses on the therapeutic alliance, aiming to create an 
environment in which the patient can demonstrate a successful, secure, trusting 
relationship, thereby countering those experiences of early childhood and in later 
life where the patient engaged in insecure and unsatisfactory relationships. The 
effectiveness of this treatment is yet to be empirically validated, although results 
of a pilot study by Crits-Christoph et al. (2004) suggested that their SEPT is 
effective in reducing anxiety symptoms and interpersonal problems among GAD 
patients post treatment and at six and twelve month follow up. While these results 
are promising, these findings need to be replicated within a study comparing 
SEPT with CBT before the author would feel able to incorporate it in her clinical 
work.
Treatment of interpersonal problems within CBT focuses upon cognitive 
restructuring of distorted perceptions of others and the self. Most CB treatments 
are exclusive of interpersonal problems. However, despite CBT currently being 
the treatment of choice for GAD (NICE Guidelines, 2004), research has 
suggested the limited effectiveness of CBT (Chambless & Gillis, 1993; 
Castonguay et al., 1995) which has led Borkovec et al. (2002) to consider that 
adding interpersonal treatment to CBT may increase its effectiveness. This 
highlights to the author a crucial way in which CB and PD theoretical stances 
may be integrated. However, since this additional component to CBT has not yet 
been compared with existing CBT, it is not yet possible to determine that
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treatment of interpersonal problems in addition to usual CBT does indeed 
increase treatment outcomes of GAD patients.
Given the tendency of CBT to arise as superior in previous comparisons with 
PDT (Durham et al., 1994; Durham et al., 1999) and the author’s experience of 
working within a CBT model, the author predicts that inclusion of treatment of 
interpersonal issues within CBT will be more effective than PD approaches to the 
treatment of interpersonal problems. Given the integral nature of interpersonal 
problems within the author’s conceptualisation of GAD, she suspects that a 
treatment focusing on metacognitions and interpersonal problems would be more 
effective than current treatments for GAD.
Conclusion
Studies comparing CBT and PDT have suggested that CBT is more effective 
than PDT (Durham et al., 1994; Durham et al., 1999). Given the changes in 
conceptualisation since these studies and the fact that the CBT evaluated 
comprised Beck and Emery’s (1985) approach and not the metacognitive model 
or inclusion of interpersonal factors described above, perhaps it is not possible to 
be conclusive at this stage as to whether CBT is superior to PDT in the treatment 
of GAD. In order to arrive at a definitive answer to this question, the author 
suggests the need to evaluate the relative effectiveness of CBT incorporating 
metacognitive treatments, CBT incorporating interpersonal treatments, and long­
term PDT incorporating interpersonal treatments.
In the meantime, in the light of a review of the literature and her clinical work, and 
in achieving the three aims presented at the beginning of this essay, it seems to 
the author that the following four conclusions can be made.
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1) GAD is best conceptualised within the context of metacognitions, cognitive 
avoidance and early and current relationships, thus suggesting an integrative 
approach comprising both CB and PD theoretical underpinnings of the disorder.
2) Treatment aimed at addressing metacognitions, cognitive avoidance and 
interpersonal problems are likely to be effective. CBT should be utilised for the 
treatment of metacognitions and cognitive avoidance. It is unclear at this stage 
whether PDT or CBT is more effective in the treatment of interpersonal issues.
3) Reflective of this uncertainty, until research and/or the author’s clinical 
experience suggests otherwise, an integrative, flexible, yet evidence-based 
approach should be adopted, where the most salient needs of the individual 
provide the most up-to-date and pertinent basis for conceptualisations and 
treatment of GAD.
4) Further research pertaining to the theoretical underpinning and treatment of 
GAD should aim to a) validate an integrative treatment approach which focuses 
upon the key components highlighted in this essay, i.e. metacognitions, cognitive 
avoidance of worry and interpersonal problems and b) generalise findings to 
patients of various ethnic and age groups.
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Discuss the ethical dilemmas arising from the NICE guidelines on 
eating disorders which state that the treatment of choice for eating 
disorders is cognitive behavioural therapy.
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Introduction
The New NHS aimed to improve the quality of treatment throughout the NHS and 
reduce inappropriate variation in clinical practice (Department of Health, 2000). 
This involved a system whereby national standards for clinical practice would be 
developed and disseminated by NICE (National Institute for Clinical Excellence), 
who provide national guidance on the promotion of good health and the 
prevention and treatment of ill health (Department of Health, 2005). NICE 
guidelines are thus at the heart of governmental drives to reform the NHS.
Clinical practice guidelines are systematically developed statements that assist 
clinicians and clients in making decisions about appropriate treatments for a 
specific condition (Mann, 1996). Practicing within the context of governmental 
guidelines allows clinicians the reassurance of delivering interventions which they 
know to have been recommended at a governmental level. However there is 
debate about the place of NICE guidelines in psychological therapies (Parry, 
Cape & Pilling, 2003).
Rawlins, in his inaugural speech in 1999, shortly after the formation of NICE, 
stipulated its broad functions. Firstly, to provide guidance to health professionals 
in the NHS on the clinical and cost effectiveness of treatments in order that they 
can provide their patients with care of the highest quality. Secondly, to develop 
clinical guidelines and advise NHS professionals on the care programmes for 
individual conditions. Thirdly, to ensure the effective dissemination and 
communication of the guidelines.
The extent to which these functions have been achieved is a matter of debate 
among clinicians and the academic community. I have elected to address this 
issue within the context of NICE guidelines for eating disorders as I believe this 
will provide a framework through which I can respond to the title of this essay. My 
rationale for this is twofold. Firstly, discussion around the extent to which these
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functions of NICE have been realised raises ethical considerations when they are 
not implemented. Secondly, exploration of this issue provoked further ethical 
dilemmas for consideration relating to the NICE recommendation of cognitive 
behavioural therapy (CBT) as the treatment of choice for eating disorders.
The format of this essay will encompass two parts, the first addressing whether 
NICE guidelines for eating disorders provide clients with care of the highest 
quality by providing health professionals with guidance on the clinical and cost 
effectiveness of treatments and care programmes. The second part will address 
whether the guidelines for eating disorders are communicated in such a way and 
format that allows its advice to be put into practice.
Throughout this essay I intend to remain mindful of the Encarta Dictionary’s 
(2005) definition of an ethical dilemma: ‘a situation with unsatisfactory moral 
choices’. I will address the unsatisfactory moral choices that have arisen from the 
NICE guidelines for eating disorders.
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1. Does providing health professionals with guidance on a) the clinical and 
b) cost effectiveness of treatments and care programmes provide clients 
with eating disorders with care of the highest quality?
a) Clinical effectiveness
One of the major functions of NICE is to provide health professionals with 
guidance on the clinical effectiveness of treatment and care programmes and that 
this guidance is based upon the best available evidence (Rawlins, 1999). In 
reviewing the guidelines for eating disorders in preparation for this essay, it would 
appear that in recommending CBT as the treatment of choice for bulimia nervosa 
(BN) and binge eating disorder (BEN), and to a lesser extent anorexia nervosa 
(AN), NICE has not achieved this function. In illustration of this point, this section 
will explore the limitations of the evidence base, the grading scheme utilised in 
the guidelines, and the nature of the Guideline Development Group (GDG).
i) Limitations of the evidence base
Careful consideration of the evidence base from which NICE guidelines are 
derived highlights some limitations with ethical implications. These limitations 
comprise research design, delivery of manualised treatments, publication bias, 
and exclusion of ethnically and culturally representative samples.
Research Design
Firstly, the research designs endorsed by NICE mean the treatment 
recommended by NICE differs substantially from the treatment that is delivered in 
practice. NICE currently place great emphasis on efficacy outcome studies 
conducted using a randomised controlled trial (RCT) design, as reflected in the 
fact that Grade A, level 1 evidence comprises RCTs. Indeed, there are a number 
of benefits to recommending treatments based upon RCTs. Persons (Persons & 
Silberschatz, 1998); for example, highlights the following: clinicians need 
information about comparative treatment efficacy, evidence from RCTs is
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currently accepted within the scientific community as the ‘gold standard’ of 
evidence about treatment efficacy, and practicing without regard to RCTs can 
have legal implications.
Persons goes on to remark that “clinicians have an ethical and professional 
responsibility to recommend therapies that have been shown in RCTs to be 
superior to a no-treatment condition before they recommend treatments that have 
not been evaluated in a RCT ... and that difficulties using the results of RCTs are 
counterbalanced by the clinician’s obligation to do evidence based practice” 
(p127).
Persons raises some important advantages to basing treatment 
recommendations upon the findings of RCTs. However, there are limitations of 
such a research design; the most marked being the limited utility of efficacy 
studies for practicing clinicians. Silberschatz (Persons & Silberschatz, 1998) 
highlights a number of such limitations. For example, psychotherapy in practice is 
not of fixed duration, requires the clinician to be flexible in their therapeutic 
approach, and reflects clients’ multiple presenting problems; all these factors 
differ considerably from the psychotherapies evaluated in RCTs.
In order to overcome the limited utility and validity of RCTs for clinicians, a 
number of authors suggest the need for greater emphasis to be placed upon 
different research designs, since RCTs should not be the only methodology 
synonymous with scientific rigor (e.g. Beutler, 1998; Charman, 2003; Persons & 
Silberschatz, 1998). There needs to be more emphasis on identifying and 
evaluating the process and mechanisms of change, and importance needs to be 
placed upon devising and utilising measures aimed at capturing theory based 
process research. Perhaps if practitioners and services were more involved in the 
planning, development and implementation of clinical trials, the intervention to be 
evaluated might better fit the needs of services and practitioners, and may yield
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more realistic and attainable results. Similarly, effectiveness research should 
include naturalistic, quasi-experimental, case specific studies, undertaken with 
real life clinical settings with clients who commonly have multiple presenting 
problems in order to provide more accurate conclusions as to the effectiveness of 
psychotherapy in practice (Department of Health, 2004).
Furthermore, the fact that CBT lends itself so well to outcome studies may go 
some way to explaining why it so widely researched and implemented. Other, 
longer term psychotherapies such as psychoanalytic psychotherapy are more 
costly to implement and research, and in the relative absence of outcome studies 
demonstrating its comparative efficacy, the heavily evaluated CBT emerges as 
superior. This raises two issues for me; one ethical and one professional. Firstly, 
advocating the delivery of CBT over other under researched therapies poses an 
ethical dilemma in that due to financial constraints, numerous NHS clients may 
not be receiving a potentially effective first line treatment.
Secondly, if CBT continues to lend itself to outcome research and if NICE 
guidelines continue to place emphasis on research designs which lend 
themselves well to the evaluation of CBT, it is likely that CBT will continue to 
emerge as the treatment of choice for BN and BED (more research is needed 
before similar claims for the treatment of AN can be made). If emphasis 
continues to be placed upon the implementation of manual based treatments, 
what role is there for a clinical psychologist? The government recognise how 
employing CBT practitioners is cheaper and more wide reaching than employing 
clinical psychologists to deliver the same treatment (Roth & Stirling, 2005). 
However, to only deliver those therapies more conducive to outcome research 
would be a gross injustice to clients, yet not doing so would involve deviation 
from governmental recommendations. This illustrates how NICE have created 
two unsatisfactory moral choices for clinical psychologists who would like to
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remain flexible and integrative in their approach, yet who operate within the 
context of meeting targets.
It is my view that there needs to be a change of emphasis from evidence based 
practice to inclusion of more practice based evidence in the development of 
future NICE guidelines. In order to achieve this, as suggested by the Department 
of Health (2004), routine outcome measurement of the psychological 
interventions that are delivered in practice should be an integral component of 
our work as clinical psychologists. It is possible that broadening the criteria for 
‘grade A’ evidence to reflect this shift from evidence based practice to practice 
based evidence may yield more valid and meaningful conclusions and 
recommendations for the psychological treatment of eating disorders in the 
future.
Delivery of manualised treatments
Statements in the NICE guideline suggesting CBT-BN and CBT-BED as 
treatments of choice for BN and BED are based on empirically demonstrated 
efficacy of CBT when delivered in standardised, manual-based form, yet their 
effectiveness in practice has yet to be demonstrated. Similarly, it would appear 
that CBT as outlined and evaluated in outcome trials is not delivered in practice 
(Waller & Kennerley, 2003). A number of reasons for this have been highlighted 
in the literature. For example, Mussell et al., (2000) surveyed 271 psychologists 
and found that the majority who treated people with eating disorders were 
eclectic or integrative and that very few endorsed CBT as their primary approach. 
Furthermore, the majority of respondents stated that they had not received 
training in empirically supported manualised treatments for people with eating 
disorders. The research highlighted here and my observation of the treatments 
delivered in practice suggest that clients generally receive a treatment which 
differs from that recommended in the guideline, which raises ethical dilemmas for 
consideration.
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Firstly, what is the impact on psychologists delivering a treatment they know to 
differ from that outlined in the guideline? I have recently had to face this very 
dilemma in my own clinical practice, which called for me to make the decision 
between delivering a manual-based treatment I know to have yielded impressive 
results in a RCT (Wilson & Fairburn, 1998) despite the fact that my formulation 
and clinical judgment suggested that to do so would not address this person’s 
problems in their entirety. I found the concept of deviating from the NICE 
guidelines daunting, and potentially unethical, yet delivering a treatment based 
upon the NICE guidelines that I suspected would not fully alleviate the issues for 
my client felt unethical also. After discussion in supervision and with peers, I 
resolved to deliver an intervention which reflected my formulation for this 
individual, which subsequently did indeed differ from that stipulated in the 
guidelines.
The difficulty I experienced in making this decision allowed me to reflect upon the 
issues around being disempowered as a clinician working within the remits of 
governmental guidelines. This is especially marked since Agenda for Change 
now calls professionals to justify their pay scale by adhering to the job description 
which in turn reflects governmental directives for interventions. Deviating from the 
guidelines could then have salary implications for clinical psychologists, which 
could result in clients receiving treatments favoured by the government yet which 
differ from what the psychologist may have utilised should he or she have relied 
solely on his/her clinical judgment and interpretation of the evidence base.
As highlighted by Wilson (2005), there need to be strategies for improving 
manual based CBT, such as integrating CBT with other psychological therapies, 
and expanding the scope and flexibility of manual based CBT. Furthermore, 
these strategies should be reflected in forthcoming NICE guidelines for eating 
disorders in order to enable psychologists to work in a way which responds to the
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reality of clinical presentations they face in practice while simultaneously 
adhering to NICE guidelines.
This raises the question of whether there is a place for NICE guidelines for 
psychological therapies when they are based on studies evaluating the efficacy of 
manualised treatments. There is a need for studies evaluating the effectiveness 
of psychological treatments in addition to CBT packages in order that treatments 
for eating disorders can be better standardised in practice. And in the meantime 
guidelines are just that. They provide guidance to clinicians based upon the best 
evidence to date. The need for clinical judgement based upon individual needs of 
each client should remain paramount and clinical psychologists should feel 
empowered to move outside NICE guidelines.
Publication bias
A second limitation of the evidence base with ethical implications is the potential 
publication bias. There is currently a dearth of evidence around outcome studies 
evaluating psychotherapies for AN. It seems highly unlikely that this reflects a 
lack of academic interest. This raises questions in my mind as to whether studies 
have been conducted which deem (for example) psychodynamic psychotherapy 
to be more effective than other psychotherapy treatments for AN. However, the 
current political climate which favours time limited, thus cost-effective treatment, 
deems studies suggesting that CBT is not effectual for persons with AN difficult to 
conduct and publish.
Exclusion of ethnically and culturally representative samples
The evidence base rarely addresses adequately the specific treatment 
requirements of people from ethnic, cultural, gender, or sexual orientation 
minorities. Many outcome studies comprise white, adolescent or adult females. 
This suggests that it is potentially unethical to generalise findings suggesting the 
efficacy of CBT for eating disorders, when CBT with males, older adults, those
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from different ethnic and cultural backgrounds has not been adequately 
evaluated. In order to overcome this, clinical psychologists should remain mindful 
that the treatment they deliver is likely to be based upon a treatment which has 
been found to be efficacious with clients of different demographics, and should be 
reflective and flexible in their approach.
ii) Categories of evidence
One of the major strengths of NICE guidelines is that they are unambiguous, 
derived from an evidence base, and that this evidence base is subject to a 
grading scheme in order that clinicians are aware of the level of evidence 
supporting the effectiveness of a particular treatment. However, the NICE 
guidelines for eating disorders underscore the absence of sufficient evidence for 
guidance in several important areas (Wilson & Shafran, 2005) and the inclusion 
of treatments based upon a relatively weak evidence base raises ethical 
dilemmas.
Of over one hundred recommendations made by NICE for the treatment of eating 
disorders, most were given a C grade (Wilson & Shafran, 2005). This grading 
indicates that “directly applicable clinical studies of good quality are absent or not 
readily available” (NICE guideline, p24 appendix A, 2004). I consider there to be 
ethical implications when the category of evidence supporting a treatment is 
relatively weak.
On the one hand it would seem that NICE have been explicit and thus ethical in 
alerting the clinician to the fact that psychological treatments for AN have yet to 
benefit from a stronger evidence base. Indeed, NICE have clearly indicated 
alongside the guidelines that they are based upon Category C evidence, grading 
of evidence are later explained in an appendix, and NICE go on to acknowledge 
the need to address the current weak evidence base in the guideline’s 
recommendations for further research.
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However, despite these efforts to be explicit about the level of evidence 
underlying the guideline for AN, I would argue that an ethical dilemma still 
remains. While it is the responsibility of the clinician to critically evaluate their 
treatment before administering it, I wonder how many times this is actually done 
in practice. Up until preparation for this essay I had been unfamiliar with the 
implications of categorical evidence. Perhaps this is reflective of my stage in 
training, or perhaps it reflects the many demands upon clinicians working within a 
time pressured NHS. Either way, this leads me to consider that merely including 
the treatment in the guideline is sufficient for some clinicians to go ahead and 
practice without stopping to critically consider the category of evidence 
supporting their choice of treatment.
How might this be addressed in practice? Firstly, writing this essay has had a 
direct effect upon the way in which I approach NICE guidelines from now on, 
highlighting the role of training in improving critical clinical practice. Secondly, 
perhaps there needs to be more audit of clinicians’ knowledge of the implications 
of categories of evidence in order that they make a more informed decision prior 
to implementing a course of treatment. However, again time and financial 
constraints may hinder this happening in practice.
Thirdly, it is my suggestion that clinicians should be encouraged to discuss the 
state of the evidence around potential psychological treatments with clients 
where appropriate. This would potentially a) aid engagement, and b) empower 
the client by involving them in a major decision making process. It should be 
acknowledged however that this suggestion is not without its limitations. For 
example, the physiological dangers associated with AN may deem it necessary to 
go ahead and implement a treatment as quickly as possible without taking time to 
fully discuss treatment options with the client. Similarly, the client may make 
therapeutic gains from relying on a therapist to make decisions for treatment 
initially. Some clients may perceive the lack of definitive evidence frightening and
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too open discussion around this may a) detract from the focus of treatment and b) 
leave the client feeling uncontained.
A final point relating to the ethical dilemmas raised by categorising the evidence 
relates to the members of ‘expert committees’. Category 0  evidence reflects 
“expert committee reports or opinions and/or clinical experiences of respected 
authorities” (NICE, 2004). This alerted me to the absence of service-user expert 
opinion within category C evidence, thus demonstrating NICE’S exclusion of non 
professionals on expert committee reports and authorities.
Hi) Guideline Deveiopmentai Group
In developing the NICE guidelines for eating disorders, a Guideline Development 
Group (GDG) was formed by the National Collaborating Centre for Mental Health 
which “reviewed the evidence and developed the recommendations” (Department 
of Health, 2004). Of a total 16 members, the GDG mostly comprised medical 
practitioners (six psychiatrists, two general practitioners, and one nurse). Notable 
by their under representation are psychologists (three as compared to nine 
medical professionals), patient representatives (only one), and carer 
representatives (none). This highlights a number of ethical issues worthy of 
consideration.
Firstly, in reading the guidelines I gained a sense that I was reading prescriptive 
suggestions for treatment within the context of a medical model. Specifically, 
there appeared to be a distinct absence of formulation and collaboration in 
decision making around treatment options. Perhaps this is indicative of the 
imbalance between medical and psychology professionals represented on the 
GDG, which may lead to recommendations reflecting the broader medical context 
in which they were devised. This raises questions about the ethics of 
recommending psychological treatments based upon the views of a panel, of 
which the majority may conceptualise the development, maintenance and
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treatment of eating disorders quite differently from others. Again, this has broader 
implications for the profession; furthermore the imbalance between the medical 
and psychology profession seems particularly poignant since first line treatments 
encompass psychological interventions.
This does not in my opinion reflect the framework in which many psychologists 
working with people with eating disorders operate. In being medically orientated, 
there is scope for psychologists to potentially focus more upon diagnoses and 
less upon the importance of formulation and individualised approaches to the 
delivery of psychological treatments. Similarly, the inclusion of a small number of 
psychologists on the GDG may lead to recommendations being based upon the 
theoretical orientation of a select sample of clinical psychologists and may not 
reflect other theoretical positions adopted by clinical psychologists not 
represented on the GDG.
Secondly, the under-representation of service users and complete lack of carer 
representation on the GDG suggests that despite recent moves towards a more 
patient-centered delivery of service, that when it comes to recommendations at 
this political level, such involvement remains largely tokenistic. This is a view 
shared by Barker and Buchanan-Barker (2003) who in their lively review of the 
NICE guidelines for schizophrenia made similar observations. These authors also 
point out how “none of these members had the status and professional clout of 
their distinguished medical and psychology colleagues” (p376). Similarly, the 
absence of carer representation on the GDG is directly removed from recent 
research demonstrating the needs and experiences of carers to be of paramount 
importance in the treatment of eating disorders (Highet et al., 2005). This is an 
important ethical issue, particularly in the current political climate of the NHS 
placing patient and carer needs at its centre. Inclusion of clients and carers 
needs to stop being tokenistic and must move towards more equal representation 
on committees and working groups.
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Thirdly, no information is provided regarding the ethnic or cultural background of 
the GDG members. I am therefore unable to comment as to the extent to which 
the ethnic and cultural diversity of the United Kingdom is reflected in the 
members of the GDG. It is an ethical consideration that treatments recommended 
by the GDG will be administered to clients encompassing various cultural, moral, 
ethnical and sexual diversity, and that it the ethical responsibility of NICE to 
employ a GDG who are able to make treatment recommendations based upon an 
experiential appreciation of difference.
b) Cost effectiveness
NICE aims to provide guidance on the cost effectiveness of treatments and care 
plans in order to provide clients with eating disorders with the highest possible 
quality of care. This would appear to be somewhat of a dichotomy, and in so 
being, NICE has not achieved this function.
Firstly, clinicians are placed in a politically fragile position of balancing their wish 
and professional obligation to provide the best treatment for their client, with their 
commitment to adhering to the protocols of a national body whose responsibility 
is clearly broader than the individual patient. This is a recurring ethical tension 
within the NHS, and one which can leave clinicians feeling torn between two 
unsatisfactory moral choices of wanting to provide the best possible treatment for 
an individual person and the reality of operating within the context of a resource 
orientated NHS.
Secondly, incentives for members of the GDG to recommend cost effective 
practices may clash with their feelings of responsibility to clients and fellow 
professionals (Wailoo et al., 2004). This again places these senior clinicians 
amidst the ethical dichotomy of clinically effective practice and cost effective 
practice since it is NICE guidance which informs purchasing decisions within the 
NHS (Roth & Stirling, 2005).
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2. Are the guidelines for eating disorders communicated in such a way and 
format that allows its advice to be put into practice?
Rawlins (1999) suggested that guidelines can be inaccessible: “healthcare 
professionals have found the plethora of guidelines ... bewildering in number, 
uncertain in content, difficult to access and very often totally indigestible” and 
intended that the NICE guidelines would rectify these difficulties. However, it 
would appear that dissemination of NICE guidelines is not always effective, and 
thus they are not ‘communicated in such a way and format that allows its advice 
to be put into practice’ (Rawlins, 1999). This point is illustrated in the setting of 
this essay question and in my own experience.
Firstly, ineffective dissemination of the content of the NICE guidelines for eating 
disorders is evidenced in the posing of the essay question. The title of this essay 
invites exploration of the issues arising from CBT being recommended as “the 
treatment of choice for eating disorders”. Inspection of the guidelines reveals that 
this is not in fact the case. For BN and BED, specifically adapted forms of CBT 
(CBT-BN and CBT-BED respectively) are indeed recommended in the guidelines. 
In the case of AN however, the guideline actually recommends with apparent 
equal weight a number of psychological therapies: “Therapies to be considered 
for the psychological treatment of anorexia nervosa include cognitive analytic 
therapy (CAT), CBT, interpersonal psychotherapy (IPT), focal psychodynamic 
therapy and family interventions focused explicitly on eating disorders” (NICE 
guideline 9: 1.2.2.1, 2004).
The assumption of the person who set this essay question, I believe, reflects 
assumptions evident among our profession that CBT is recommended as the 
treatment of choice for numerous psychological difficulties, which has important 
ethical implications for practice when closer inspection of guidelines tells us 
otherwise. The many pressures of working within the NHS may lead some
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clinicians to proceed with a treatment they believe to be recommended by NICE 
as the treatment of choice without re-examining the source. This begs the 
question of the utility of NICE guidelines in practice and the ethical question of 
whether funds invested into research and development of the NICE guidelines 
are being wisely spent.
Secondly, I would argue that effective dissemination of guidelines comprises 
active appreciation of their limitations by those working within their remit. Yet, 
prior to my undertaking of this essay, not one of my clinical supervisors had 
hinted that the NICE guidelines have major limitations. I believe this 
demonstrates the power of governmental guidelines to confine clinical 
psychologists to operating within this context in order to remain employed within 
the NHS. The short falling of NICE to achieve this function of communicating its 
guidelines effectively “on the ground" raises ethical issues relating to the best use 
of NHS resources.
Thirdly, the extent to which NICE guidelines are disseminated and implemented 
in practice is dubious. Although I was unable to determine the extent to which this 
is true for eating disorders (thereby highlighting an area worthy of further 
investigation) an audit evaluating the extent to which NICE guidelines for 
schizophrenia have been implemented in practice in an outer London CMHT and 
acute inpatient ward demonstrates that NICE guidelines recommending 
psychological therapy are not effectively disseminated in practice (unpublished 
research, 2005^). This finding was replicated by an audit of the implementation of 
guidelines for Alzheimer’s (Sheldon et al., 2004).
 ^ Pond, 0 . (2005) An investigation into the provision of psychological therapies to people with a 
diagnosis of schizophrenia and their families by staff of a community mental health team and an 
acute admissions ward. Unpublished research, University of Surrey
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Conclusion
The answers to the questions regarding whether NICE has achieved its 
functions relating to eating disorders suggests that its aims have not been 
met. This in itself raises the ethical dilemma of the utility of pouring valuable 
NHS resources into a system which appears not to 1) provide clients with the 
highest quality care or 2) disseminate or communicate its guidelines 
effectively.
Addressing the extent to which NICE achieved its objectives highlighted 
further ethical dilemmas with regard to the recommendation of CBT as the 
treatment of choice for eating disorders. These ethical dilemmas comprise 
basing recommendations upon a flawed evidence base, and delivery of 
unrealistic, undeliverable and ungeneralisable treatment packages. Further 
ethical dilemmas arise when considering the ineffective dissemination of the 
guidelines, and the limitations of the GDG.
The ethical dilemmas raised above underscore some important issues for the 
profession. Firstly, it would appear that the utility of NICE guidelines for 
psychological therapies is limited. NICE seem to be omitting key aspects to 
the delivery of psychological therapy, namely the process of therapy and the 
role of the therapeutic relationship as a catalyst for change. Furthermore, 
success in psychological therapy depends more upon the skillful application of 
an intervention than the choice of intervention per se (Parry et al., 2003). 
There needs to be a shift from evidence based practice to practice based 
evidence. These fundamental aspects of psychological treatment and 
evaluation of interventions are not recognised by NICE at present, and until 
they are, the recommendation of CBT as the treatment of choice for eating 
disorders remains ethically contentious.
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Secondly, it is my opinion that NICE guidelines are most useful in general 
practice as they encourage general practitioners (GPs) to refer clients for 
psychological intervention when previously such clients may have been 
maintained inappropriately. At the point at which the referral reaches the 
clinical psychologist, however, I believe the utility of NICE guidelines in their 
current format becomes limited. The clinical psychologist should feel 
empowered to utilise their clinical judgment in the application and choice of 
one or more appropriate therapies deemed appropriate for that individual. 
Furthermore, the flexibility to operate in such a way should be reflected in the 
NICE guidelines a) since it is this combination of skillful application of therapy 
and ability to critically draw from an evidence base which is after all what 
clinical psychologists are trained to do, and b) in order that clinical 
psychologists do not feel restrained by conflicting governmental drives.
Given the issues raised in this essay, and in the current political climate of the 
NHS, it is imperative that clinical psychologists remain actively mindful of the 
ethical dilemmas surrounding NICE recommendations for psychological 
treatment of eating disorders, and that the NICE guidelines are treated as just 
that. We can work alongside guidelines, yet in order to really deliver the 
highest quality care for people with eating disorders, we are required to work 
more broadly than NICE would suggest, thus reflecting the importance of our 
training and clinical judgment in order to provide interventions which are 
flexible to best meet the needs of the individual.
Reflections upon the process
At times during the process of writing this essay I became ‘stuck’, finding it 
difficult to move forwards, and troublesome to organise the information I had 
collated into a coherent and logical framework. I found myself reflecting upon 
the dilemma (and unsatisfactory choices) as to how to present my argument, 
and noticed that this was much like the experience of practicing as a
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psychologist within the context of guidelines. On the one hand I had a host of 
information which I wanted to present in such a way that I was satisfied, and 
on the other I was acutely aware of the fact that the way in which I did so was 
likely to affect the reader’s perception of my ability to undertake this essay in 
accordance with the evaluative marking scheme. I feel this reflects clinical 
psychologists’ wish to pay attention to an individual’s needs and the difficulty 
of doing so within the broader context of directive governmental guidelines.
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Problem Based Learning
Problem Based Learning (PBL) is a new teaching method introduced to the 
Psych.D. Clinical Psychology Program with our cohort. Its principle is active 
learning. The defining characteristics of PBL are:
Learning is driven by challenging, open-ended problems 
Trainees work in small collaborative groups 
Tutors take on the role as "facilitators" of learning
Trainees are encouraged to take responsibility for their group and organise and 
direct the learning process, facilitated by a clinical or research tutor. Advocates of 
PBL claim it can be used to enhance content knowledge and foster the 
development of communication, problem-solving, and self-directed learning skill.
PBL was undertaken in small discussion groups, comprising the same six people 
as our Case Discussion Groups, which remained consistent for the three year 
duration of the Psych.D. A realistic, clinically relevant problem was presented that 
often had incomplete information. Our goal was to define the task, address the 
problem and present findings and reflections to the cohort and course team at the 
end of a number of weeks.
We were presented with three PBL tasks over the three years, each of clinical 
pertinence to placements being undertaken at that time. The tasks were entitled:
• The Relationship to Change
• Child Protection, Domestic Violence, Parenting, and Learning Disabilities
• Working with Older People
The final requirement of the task was to produce a reflective account of the 
process in light on further clinical experience and the passage of time. These 
reflective accounts are included here.
PBL Reflective Account 1
PBL Reflective Account 1
The Relationship to Change
March 2005 
Year 1
PBL Reflective Account 1
Introduction
Tackling the problem based learning (PBL) task; the relationship to change 
allowed for greater insight into the concept of change, how humans are affected 
by and respond to change, and the implications this may have for therapeutic 
practice. In addition to these initial learning outcomes derived from the work 
completed last year, this reflective account aims to further still the learning gained 
from the exercise by reflecting upon the process and the content of the original 
approach to the task in the light of clinical experience, literature in the area, and 
with the benefit of hindsight.
The initial approach to the problem
The group’s initial response to the problem was to gain some understanding of 
and control over the task in order that the problem became more tangible and 
manageable. In order to achieve this, the group embarked on reading about the 
theory of change and how change is pertinent to our profession since psychology 
is embedded within the ever-evolving NHS. This strategy allowed the group to 
proceed with the task in a solution focused manner, despite initially feeling 
overwhelmed by the scope of the problem. In hindsight however, focusing at this 
early stage on smaller aspects of the task did not allow for much original thought 
or exploration. The group needed prompting from the facilitator before they were 
able to take the crucial step back from the task, which ultimately altered their 
entire interpretation of and approach to the task.
In hindsight and on reflection I consider our approach to the task to parallel the 
therapeutic process. I.e. the conflict between the therapist wishing to break down 
the problem to be more goal-focused and thus manageable, and the clients’ 
sometimes unrealistic wish for immediate and globalised change. Similarly, 
becoming too focused on the client’s problem and failing to consider sufficiently 
their context can hinder originality of thought, ‘thinking outside the box’ and the 
flexibility required to tailor specific models to an individual. I aim to use this
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reflection in my clinical practice and hope to achieve a balance between 
remaining goal-focused yet exploratory and original in approach.
The group process
The PBL group quickly became cohesive and trusting of one another despite 
being in only our first few days and weeks of training. As we reflected at the time, 
the power of shared experiences was key in developing the closer bond between 
us, and we became aware of the importance of feeling safe when all else was in 
disarray. This initial reflection is supported by my henceforth clinical work and 
literature in the area. Having spent several sessions co-facilitating a psychosis 
recovery (PR) group on an inpatient acute psychiatric ward since the PBL 
exercise, I have found our initial reflections on our own group process to be 
pertinent to the PR group also. For example, bonds between group members 
develop as a result of the experiences shared within the group, these bonds 
continue to develop outside of the session, and there is greater importance 
attached to forming closer bonds when spending time in an unsettling inpatient 
acute environment. Similarly, cohesion as a crucial factor in the group process 
has been identified in the literature (e.g. Finlay, 1993).
Looking back on the PBL group process and reflecting on my more recent work 
with the PR group, I am struck by how significantly group dynamics change when 
a member enters late. With the PBL group the new member joined two weeks 
later and in the case of the PR group, new members joined 25-40 minutes late, 
and yet the result is similar. In both cases the introduction of an “outsider” caused 
discomfort and disruption for group members, thus demonstrating the power of 
the bond which develops amongst people in only a short amount of time, and 
how this bond is often to the exclusion of new members. In both cases the group 
adapted to work effectively with this altered component, yet it was a struggle and 
required conscious effort. This reflection caused me to speculate that it was the 
surprise element to the introduction of the new member which caused negative
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responses from existing participants. Should this hypothesis be correct, I am led 
to consider how unexpected change within therapy might concern the client and 
potentially hinder the therapeutic relationship. In order to reflect this in my 
practice I am explicit with clients as to what is likely and what is not likely to occur 
in therapy in order that the surprise element is eradicated.
The opportunity to chair the PBL group was enlightening in that it allowed me to 
reflect upon how active involvement on committees is something I now see to be 
central to my continual professional development. The conflict I experienced 
between wanting to encourage contribution from all group members and my wish 
to contribute to the discussions is something which will require my effective 
management in order to progress in this way. I anticipate that more opportunity to 
chair committees and team meetings will allow me to refine this skill.
The presentation
Our presentation was essentially a compromise between holding onto our initial 
approach to the question (i.e. the development of a model illustrating the role of 
change within the profession of psychology) and an exclusively reflective 
approach to the task (which we were encouraged by our facilitator to adopt). This 
in itself was interesting since continuing to present the model despite being urged 
to the contrary highlighted our own resistance to change and allowed us to reflect 
upon the power of this resistance and how resistance to change amongst clients 
may hinder the therapeutic relationship.
In hindsight I now recognise that it was crucial to be made aware of our own 
resistance to enable us to proceed in tackling the problem. At the time however, I 
was resistant even to the concept that I may be resistant, yet I now realise that 
our facilitator was astute in his recognition and conveyance of this. This illustrates 
the importance of highlighting clients’ resistance in order to allow effective 
therapy to ensue. Reflecting on my own defensive response of denial enables me
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to realise the importance of tact and care when presenting this reflection to 
clients. As suggested by Ryle (1990) reformulation provides a safe context in 
which to present clients’ resistance in a way in which they are safe to make 
sense of this new understanding.
The first part of the presentation took the form of a role play where we illustrated 
the changes our group had encountered over the six weeks of the PBL exercise 
and our responses to such changes. The second part of the presentation focused 
on our reflections on those changes and the insight they had provided in 
addressing the title the relationship to change. Looking back on our initial 
reflections in the light of more clinical experience and with the benefit of 
hindsight, I think we gained an insight into how clients, therapists, and the 
therapeutic relationship may be affected by change, and I have since used this 
insight to inform my practice. However I now realise that there were two major 
elements missing from our presentation: I had underestimated 1) the extent to 
which I would experience change as a result of the training and 2) the extent to 
which I would be affected by this change.
I had envisaged that I would change as a result of the training program and was 
indeed looking forward to my development as a competent scientist practitioner. I 
had not however considered that the change experienced along the way would 
be unsettling at times. Those changes I have found unsettling are:
1) I experienced (and continue to experience) a period of feeling “de-skilled”. 
Having come to the course feeling confident and capable I was challenged to find 
myself feeling inadequate when it came to certain approaches to intervention and 
assessment. This led me to consider implications of the power imbalance in 
therapy. For example, how clients who may be skilled in other areas, and indeed 
perhaps experts in their own professional field, may feel at being in a therapeutic 
relationship in which they do not have the expertise. Given my own response to
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this concept, I am now more aware how this might be an issue for certain clients. 
In light of this I am learning to convey to the client my genuine view of the client 
as the expert and therapy as being a collaborative client-led venture in order to 
eliminate the potential barrier that discomfort arising from the power imbalance 
may create.
2) Although we reflected upon the emergence of “peaks and troughs” in therapy 
and had indeed identified that both the client and the therapist can be affected by 
them, I had underestimated the extent to which this is the case and have been 
struck by the degree to which the decline in progress of a particular client has 
affected me. I have dealt with this by using peer and clinical supervision and 
embarking in regular exercise, both of which I have found to be effective in 
reducing the stress I experienced as a result. I feel early identification of the 
effects that this work can have upon me and my continual application of these 
strategies are key in my development as an effective practitioner.
While we touched upon these issues in our presentation, my clinical work since 
leads me to consider that we did not focus enough upon the challenging effects 
of change upon the therapist.
Key learning achievements
Embarking on this task, later reflection upon the process, and exploration of the 
related literature has allowed me to make the following learning achievements:
1) Appreciation of the experience of working in a group and the ways in 
which our own group working experience differed and was similar to group 
therapy.
2) The significance of group dynamics and cohesion for effective group 
outcome.
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3) The importance of reflection in order to fully critically evaluate a process or 
therapeutic intervention.
4) The importance of reflection in order to learn from achievements and 
mistakes in therapy.
5) The increased insight gained from allowing time to pass between initial 
and later reflections.
6) The considerable effects of positive and negative aspects of change on 
both the therapist and the client.
7) Resistance to change as a barrier to intervention
8) Power imbalance as a barrier to intervention
9) Change is subjective and the importance of Socratically eliciting from 
clients what change needs to occur and what this change will look like.
Conclusion and future directives.
The PBL exercise has allowed me to learn the importance of reflection and how 
to enhance reflection. I.e. to continue to reflect in order to benefit from passage of 
time and hindsight, and to reflect with others in order to stimulate thought and 
indirectly to benefit from peer supervision. Reflecting on my own practice enables 
me to learn from my mistakes and achievements and ultimately allows me to 
provide the best care for my clients. A shallow exclusively outward looking 
approach does not allow clients effective intervention. Increased quality of 
therapy requires the therapist to be humble and honest enough to look at 
themselves inwardly, to consider the position of the client, to function as an up-to- 
date scientist practitioner, flexibility to generate and present reformulations and to 
alter their intervention accordingly. This PBL exercise and reflective account has 
allowed me to realise this and I will continue to reflect this in my practice.
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PBL Reflective Account 2
Child Protection, Domestic Violence, Parenting, and Learning
Disabilities
March 2006 
Year 2
PBL Reflective Account 2
Introduction
This problem based learning (PBL) exercise provided trainees with an opportunity 
to experience the dilemmas involved in aiding a decision making process relating
to the placement of three-year-old female twins. Rather than repeat the problem
as it was presented to us, the summary of the vignette is as follows: The twins 
currently reside with foster parents as social services had concerns regarding 
physical neglect of the children by their biological parents. Their biological mother 
and father were described as having “learning disabilities in the mild range” and 
“special educational needs” respectively. The situation was complex and 
comprised a number of risk and protective factors, the details of which are 
provided in appendix 1.
In order to provide structure to this account this report will comprise:
1. Factors contributing to my development;
2. Reflection upon the content;
3. Reflection upon the process.
1. Factors contributing to my development
At the time of undertaking the PBL exercise I had been on a child and adolescent 
mental health placement for two weeks. The experience which I brought to 
discussion about the issue was based upon the general impression I had gleaned 
in that short time of the client group, my work as an assistant psychologist in a 
paediatric psychology department, and a child protection training day I attended. 
Having never worked with people with learning disabilities (PLD) I was not able to 
draw upon any direct experience in this area and looked forward to learning from 
my colleagues who were placed in learning disability services at the time of the 
assignment.
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At the time of writing this account I now find myself in a very different position. 
Five months into my child and adolescent placement I can reflect upon the 
experiences which have facilitated my development as a practitioner working with 
issues such as the ones presented to us in this PBL exercise. I attend weekly 
team meetings during which there is a space for case discussion and there have 
been a number of cases brought to this meeting by my colleagues which have 
highlighted child protection dilemmas in practice. Similarly, my involvement in a 
divorce and separation group for 9-11 year-olds provided me with direct exposure 
to risk issues pertinent to child protection and the benefits and drawbacks to 
removing children from parental care.
My interest in, and appreciation of, attachment theory and its application has also 
developed during my time on this placement, allowing me an enhanced 
appreciation of the long-term effects on the individual of emotionally and 
physically absent parents. Similarly, working with children and adolescents who 
tend to be more physically linked to their family, school and social networks than 
adults and the nature of my supervision has meant that my thinking and practice 
is more systemically driven. Furthermore, the teaching at the university regarding 
PLD and children and their families and the associated recommended reading 
also contributed to my development. These factors outlined above coupled with 
the passage of time and the benefit of hindsight have contributed to my ability to 
reflect upon the content and process of our original approach to the task.
2. Reflection upon the content
Throughout our approach to the problem, our group was mindful of the need to 
place the needs of the twins at the heart of our thinking since they are minors and 
dependent upon adults to make right decisions on their behalf. In doing so I drew 
upon the experience I gained from attending a child protection training workshop; 
the take home message of which was that children’s needs are paramount.
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Spending five months on a child and adolescent placement has crystallised my 
belief in this ethos.
However I now wonder if in placing our main focus upon the needs of the twins 
that we overlooked some of the biological, psychological and social aspects 
particularly pertinent to PLD.
I will elaborate. Firstly, I recently attended a lecture on dementia and PLD (Dodd, 
2006). Amongst the many things I learned from this lecture was the fact Down’s 
Syndrome is highly correlated with dementia (Prasher, 2005) and that even within 
Surrey NHS Trusts there are current examples of PLD as young as 30 
experiencing dementia (Dodd, 2006). This information regarding the increased 
potential of Mrs Stride to experience dementia (possibly imminently) would have 
fuelled my anxiety at allowing the twins to remain with their parents.
Had I known this at the time of initially approaching the problem I suspect that my 
decision to remove the twins from their parents would not have differed; rather I 
would have felt more able to draw upon PLD specific knowledge to further inform 
my decision and thus provide me with greater confidence in making contentious 
recommendations.
Secondly, a lecture relating to issues of bereavement, loss and PLD (Gregory & 
Wilcox, 2006) and our teaching on PLD in general led me to a realisation that I 
think I lacked fully at the time we approached the problem initially. This relaisation 
pertains to the sense I get that PLD are undervalued and dehumanised, and 
stripped of the capacity to experience basic human emotions by services and by 
society at large.
In suggesting that the twins were removed from parental care I believe our group 
did not consider how it would be essential to follow up this decision with
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appropriate support for Mr and Mrs Stride to aid them with the emotional turmoil 
that would no doubt follow such a decision. This brought up a number of 
questions for me. Did I conceptualise their loss as being less meaningful than I 
would have done had they not had learning disabilities? Did I too dehumanise 
PLD? This is a difficult realisation for me to come to and I am grateful for the 
process of writing this account in order that I was alerted to my prejudices prior to 
commencing my placement with PLD.
As I write this I notice that even using the acronym PLD for people with learning 
disabilities seems now to devalue such people further. Despite the word 
constraints I will cease to use the acronym for the remainder of this account as 
continuing to use it seems unreflective of my realisation of my own 
dehumanisation of people with learning disabilities.
Reflecting upon grief, loss and people with learning disabilities means that I now 
know (for example) that people with learning disabilities express grief in a 
different way, may lack understanding of the circumstances around the loss, 
might not recognise their feelings as grief, and can benefit from support (Gregory 
& Wilcox, 2006). Knowing this at the time of the initial problem would not have 
altered my decision to suggest removal of the twins, but it would have made me 
more appreciative of the need to provide appropriate support for Mr and Mrs 
Stride in the aftermath.
Thirdly, I have since became aware of the fact that people with learning 
disabilities often lack executive function and can thus be unable to plan or 
orientate themselves relative to time (Carnaby, 2006). This made me consider 
that perhaps Mrs Stride was unable to fully comprehend the long term 
implications of motherhood on her, her husband or her twins. This understanding 
provided me with further confidence in our group’s unanimous decision to 
permanently remove the children for their parental care.
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Finally, our response to the problem was to move quickly to place the children 
together in a permanent adoptive placement and reflected the attachment 
literature we were aware of at the time. This literature suggests that 1) placement 
of siblings together was associated with favourable outcome as this makes the 
new environment as familiar as possible and 2) the younger the child, the more 
able it is to form new attachments with adoptive parents (Steinhauer, 1991).
The attachment literature I have read since our initial response to the problem, 
coupled with the invaluable lessons I have learned from what my adult, child, and 
adolescent clients bring to our sessions has allowed me to intellectually and 
experientially appreciate the all encompassing effects of poor attachments on 
people throughout the lifespan. I believe we were right to hold this concept at the 
centre of our decision making process.
3. Reflection upon the process
In the process of writing this account I am aware of the limited words I have 
allowed myself to reflect upon the process of our approach to the problem and 
yet I am reluctant to free space by restricting my content reflections. I wonder if 
this reflects psychology in practice, which does not allow equal time for both 
thinking about what work we did and the way in which we did it. For example, in 
child protection cases when professionals concern themselves with responding to 
pressing risk issues and ethical dilemmas which arise from their contentious and 
unenviable task of making decisions around providing the best outcome for a 
child. Naturally, I can appreciate how these content issues receive greater time 
for thought than that allowed for thinking about how the task was approached. 
And indeed, this deprecation of the process is evident in the writing of this 
account also.
Yet not reflecting adequately upon the process does not allow us to respond 
better to future similar objectives. This is an important realisation and while
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reflecting upon it here further limits my ability to cover process issues pertinent to 
the PBL exercise per se, I see this relaisation as key to my development hence it 
remaining within this account. I will endeavour to take time reflecting with peers 
and in formal supervision upon the process of my work in order that I can make 
more global, generalisable applications of what I learn than reflecting simply upon 
content of my work would allow.
Turning now to reflection upon the process of this PBL exercise I recall how our 
approach involved our group working separately in order to glean as much 
information in a short amount of time. The facilitator asked us at the end of our 
presentation to make a decision according to our own personal responses to the 
problem; this was the first time in the weeks of working on the task that we had 
been aware of each member’s personal takings on the dilemma. I believe this 
reflects firstly, the time constraints upon the task as we simply did not have time 
to discuss our personal opinions, and secondly, how we were functioning in a 
disconnected manner. Despite this disconnection (which is most unusual for our 
group) we accomplished a successful presentation.
This led me to consider that it was the strong sense of cohesion intrinsic to our 
group that allowed us to separate at first and later turn to each other in order to 
present a united and flowing presentation. Perhaps this reflects our ability to view 
our group as a secure base from which we are free to explore, and yet are 
equally able to return to when needed.
Conclusions and future directives
Embarking on this PBL exercise and later formally reflecting upon it has 
contributed to my development as a clinical psychologist. It has allowed me to 
consider and challenge my own assumptions and prejudices, value the teaching 
provided by the university of Surrey, think broadly around contentious and risky
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issues, and to appreciate how professionals’ involvement in such decision 
making processes warrants the need for adequate supervision.
It has also allowed me to realise how our group cohesion is such that I feel able 
to progress and develop professionally within the context of my membership in 
this group which allows me security, support and understanding. This has been 
demonstrated in numerous ways thus far and I intend to continue to draw upon it 
as I progress further though the training process and beyond.
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Appendix 1
Child Protection, Domestic Violence, Parenting, and Learning Disabilities -  
The Problem.
The twins, Sally and Sarah Stride, were placed in short term foster care, following 
a recommendation of a full child protection case conference, and enacted at an 
initial Court hearing, that the children continued to be at risk in the care of their 
parents. The children were on the child protection register, under the categories 
of emotional abuse and neglect. The children’s Guardian has approached you, 
and asked you to help the Court by conducting a full risk assessment, and if 
appropriate, to help the Court develop a rehabilitation plan for the children. This is 
a joint instruction by all parties to the proceedings. However the Local Authority 
wishes to place the children for adoption, before it is too late, in the belief that Mr 
and Mrs Stride will never be able to care adequately for their children. Mr and Mrs 
Stride are passionate in their commitment to have the children returned to their 
care.
Whose problem is it? Why?
Some Background Information.......
Mr and Mrs Stride are white English. They live on State benefits. Mrs Stride is 
described as a woman with learning disabilities, in the mild range. Mr Stride 
attended a school for children with special educational needs. Mr and Mrs Stride 
do not read and write English. It should be noted that many long reports have 
been written about them, their children, their care of their children and so on. 
Their solicitors read the reports out loud to them, usually once, and sometimes on 
the morning of a Court hearing.
Mrs Stride has two older children living with separate adoptive families. She is not 
able to have contact with them at the moment, as it was a closed adoption. This 
is because her first husband was extremely violent to her, and threatened
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violence to the previous social workers. Social Services staff feared for the safety 
of the adopters if their whereabouts were known. Mrs Stride promised herself it 
would be different with this marriage and for these children.
Mr Stride has physically assaulted Mrs Stride, during disagreements. She 
minimises his behaviour, saying it is nothing compared to what her previous 
husband used to do to her. The two children have witnessed these arguments 
and assaults.
Mr Stride’s parents are supportive. They buy clothes and toys for the children, 
and occasionally buy food shopping for the family. Apparently, they are unable to 
look after the children, because Mr Stride’s mother suffers from a painful 
rheumatic condition. Mrs Stride was raised in the Looked After Children system, 
and has no contact with her family of origin.
Mr and Mrs Stride live in conditions of deep poverty. They do not have many 
household appliances that work, and it seems that Mrs Stride struggles to 
understand the workings of the second-hand appliances donated to them by 
family. It would seem that Mr Stride understands their workings, but is not 
prepared to use them. Social Services staff are most concerned about physical 
neglect of the children’s needs. Family Centre staff say they have tried to engage 
both [Mr and Mrs Stride in parenting classes, but the couple do not attend on a 
regular basis. The Family Centre appointed a family worker to visit the home, and 
show Mrs Stride ‘how to keep house’. The family support worker has not been 
trained to work with parents with learning disabilities. The Social Worker says the 
Department has offered the family everything, and it makes no difference to the 
care of the children.
Mr and Mrs Stride are desperate about the loss of their children. They want them 
to come home. They fiercely resent the foster carers, and the supervisor of their
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contact with the children. The children’s Guardian believes the parents can learn 
to be ‘good enough’ to satisfy Social Services requirements. Mrs Stride was 
referred to the local AMH service for help with feelings of despair and depression. 
She is taking anti-depressant medication, and is seeing a CPN for counseling.
The Family
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Introduction
This account is a reflection upon the process of the third Problem Based Learning 
(PBL) exercise undertaken in the context of the PsychD in clinical psychology. 
The PBL exercise aimed to provide trainees with the experience of addressing 
issues pertinent to older people with particular reference to cultural issues. A full 
outline of the problem is provided in appendix 1.
In order to bring the problem within manageable limits our presentation took the 
following form: we included some background on depression, dementia, 
bereavement, and the differences between them; a role play of a conversation 
between the two daughters about their father; and we closed with a consideration 
of the availability of services in Pakistan and the UK for older people with 
depression and dementia.
In undertaking this task a number of reflections arise, and the remainder of this 
account will focus on these reflections upon the process of this PBL exercise. In 
order to adhere to the word limit, the following three themes will be explored: 
Moving a broad problem within manageable limits; division of workload amongst 
group members; and the learning process and moving forward.
Moving a broad problem within manageable limits
In keeping with previous PBL exercises, initial energy focused around 
identification of the problem. In so doing information was generated by group
members around a number of components to the problem. For example we
divided up the task in order to gather knowledge about the following:
• Old age services in Pakistan
• Mental health services in the UK
• Mental health services in Pakistan
• Cultural sensitivity of UK services
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• Migration and remigration
• Second language acquisition
• Arranged marriages
• Physical and psychological effects of bereavement, depression and 
dementia
• Issues for second generation Pakistani Muslim females living in the UK
• Disownment within Muslim families
• Death, bereavement and post death ceremony within the Muslim faith
• The construction of cancer within Pakistan and Muslim cultures.
This was a satisfying task which made for thought provoking discussion when 
members met to present their individual findings to the group. Much debate arose 
around matters such as social and cultural construction of illness, different 
procedures following death, and the impact of disownment by family as a result of 
actions socially accepted and embedded within one culture yet morally opposed 
to by another. This led to discussion amongst the group about our own dilemmas 
in integrating our own culturally embedded ideas with those of our families, and 
the difficulties we face when these are incongruent.
Fulfilling as these discussions were, we soon realized that debate around these 
issues was not leading us to direct achievement of our goals of responding to the 
PBL exercise by way of a presentation. We were again faced with the dilemma of 
balancing our desires to delve further into many issues with the impending 
deadline of the need to produce a 20 minute presentation. Practicality dominated 
creativity.
I was struck by the similarity of this issue of practicality over creativity in my work 
within the NHS, both in a clinical and organizational sense. So often I am tempted 
by the numerous ways in which to approach case discussion, treatment plans, or 
service delivery, and yet find myself constrained by time and resources and thus
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respond with emphasis less on creativity and more on productivity. Similarly, I 
have many ideas for audit and research yet find myself limited in what I can 
deliver in the context of the time and resources allocated to these areas. What 
are the implications of this on client care and the strategic development of the 
organization in which I work? On the one hand clients may receive treatment 
sooner than they would should creativity take precedence, yet on the other are 
clients denied optimum care and opportunities since creativity is impeded by the 
need to respond to pressing and unrelenting demands. Is there a need for NHS 
professionals to step back from their day to day responsibilities and think more 
broadly about their options? In some ways this is already being done in the form 
of away days, service development days, appraisals and so on. Yet my 
experience of these avenues is disappointing. Colleagues have reported leaving 
such development days feeling like the ideas generated within them are of merit 
and sometimes exciting and uplifting, yet the overriding response is one in which 
achievement of them is unrealistic within the constraints of the already stretched 
NHS.
As such, the experience of having to focus in on the problem in order to achieve 
objectives gained in all the PBL exercises is pertinent to our development as 
professionals negotiating a flawed yet functional NHS.
Division of work load amongst group members
This division of the work amongst group members differed in this PBL exercise 
when compared with previous exercises. I am fortunate to belong to a cohesive, 
supportive and hard working group, and in so being, individual members 
frequently take on equal levels of responsibility with the mutual goal of 
achievement of group objectives. The distribution of tasks in this exercise differed 
somewhat, reflecting in my opinion considerable and pressing personal issues 
outside the context of training for a number of group members. As a 
consequence, some members took on more significant roles either in the
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presentation itself or in preparation in order to ease the burden on others. I 
include myself as one of those members who opted to take on less responsibility 
than I had in previous tasks.
In essence, unequal allocation of tasks can be a key factor in fostering 
resentment within a group (Finlay, 1993), yet explicit increased work loads of 
others contrasting with clearly established lesser work loads of others did not 
seem to have a negative effect upon the group process. In fact, to the contrary, 
we found ourselves as united at the end of the task as we were on approach.
This led me to consider my own work life balance and how there have been times 
when personal issues have impacted upon my ability to perform to the standard I 
would like. Having overwhelming life events is not an issue, yet not being explicit 
about how they might affect one’s work potentially is. Often in the midst of stress 
and distress it becomes more difficult to think clearly about the best course of 
action for the teams in which we work, as attention naturally becomes more 
inward. This is something I aim to take with me as I progress through my career 
as a clinical psychologist. Too often I aim to proceed with the hope that others will 
not notice my increased stress levels. I now realize there is nothing to gain from 
this. One of the benefits of working within the NHS is a being surrounded by a 
supportive network of clinical psychologists and members of other caring 
professions. With the NHS being strained in many ways, surely those who work 
within this organization must learn to appreciate its novel perks, one of which 
being, in general terms, the understanding, caring nature of our colleagues, and 
that making use of this network allows us to continue working within the 
demanding nature of a public health service.
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The learning process and moving forward
One of the fundamental aims of this exercise is to equip trainees with an 
understanding of the issues involved in working with older people, in the context 
of the systems surrounding these individuals and the culture in which they 
operate and from which they derive. As alluded to above, the contributing and 
conflicting issues are too numerous to delve into in detail in this account. The 
word constraints imposed upon this account allow me only to reflect upon a small 
number of points that I endeavour to take with me into my older people 
placement^ and which allow me to see our initial response to the task as lacking 
richness and an experiential appreciation of the impact of the issues on 
professionals, clients, and family members.
In drawing upon my experience of working with older people in the context of my 
adult mental health placement, and discussion with colleagues who are currently 
undertaking their older people placement, I was struck by the dominance of the 
medical model and by the apparent increased need for diagnoses in this client 
group, particularly with reference to a differential diagnosis of dementia and other 
problems such as depression.
It is of note that of all the groups' responses to the task, we focussed less upon 
this notion of differential diagnosis, but gave it the attention it deserved in order to 
respond to the task. Yet in contrast, our training has hitherto enabled me to be 
critical of the need for diagnosis and encourages me to think outside of those 
domains. Somehow there is comfort in drawing upon a set of diagnostic criteria 
when it comes to a condition such as dementia which remains largely medically 
defined. And is medically defining a problem a reflection of what older people 
want? As people who have lived through the uncertainty of one or more world 
wars, who have experienced many periods of change at individual, cultural and 
global levels, and seeking a professional straight explanation for their current
At the time of writing I am undertaking my advanced competencies placement.
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problems, not providing this by avoiding the issue of a diagnosis and to skirt 
around the problem seems at least in part a disservice.
While some find comfort in a diagnosis, others (professionals and clients) find it 
incredibly difficult. Some of my colleagues who are currently on their older adult 
placements shared with me the emotion they have experienced in feeding back 
to clients that as a consequence of their neuropsychological testing (and other 
team members’ input) it is their opinion that the person had dementia. The impact 
of hearing and delivering a diagnosis of an incurable degenerative illness was 
striking for both client and practitioner. One colleague commented on the 
experience of “almost wanting it to be depression” since treatment and prognosis 
is generally better for people with depression than it is for people with dementia.
This led me to consider the updated NICE Guidelines for Alzheimer’s disease 
(NICE 2006), which state that for clients newly presenting, medication should 
only be provided for those people whose dementia is moderate to severe. 
Another colleague described the experience of the necessity to inform the person 
that not only did they have dementia, but it was severe enough for justification of 
medication from their GP in order that they were prescribed the medication that in 
the opinion of the team, would provide the best quality of life for the person. The 
emotional consequences of this experience for my colleague remain clear to see.
As I move on to undertake this placement, I am mindful of the need to seek 
adequate support and supervision as it is likely that I too will deliver similar news 
to clients and their families. This exercise has also highlighted the importance of 
considering cultural factors in the construction and understanding of dementia 
and other illnesses, as this provides insight into the true impact of the illness 
upon the individual and their family.
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As a final note, I would like to acknowledge that this is the final of three reflective 
accounts written in response to PBL exercises undertaken over the course of 
training. The notion of reflecting not only upon the content but the process also is 
a remarkable skill which I aim to continue to implement in my practice, despite 
the termination of formal academic requirements to this effect.
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Appendix 1
Working with Older People -  The Problem
Title: Working with Older People 
Problem Based Learning Exercise 
The Problem
Mr. Khan’s youngest daughter, Maya has contacted Social Services about her father’s health. She 
is concerned about her father who has been suffering from short-term memory problems. He has 
been leaving the kettle on and saucepans on the stove to boil dry. He has been neglecting himself 
and his physical health is deteriorating. He has lost some weight and he has been eating out-of- 
date food.
Maya, the youngest daughter is urging Social Services to do something and also asking her older 
sister, Shazla to return from Pakistan to help sort out a solution for their father’s care.
Some Background Information
Mr. Khan is 72 years old. He migrated to the UK from Pakistan in his mid 30’s. He is a retired 
bus driver. He learned English after coming to the UK.
His wife died o f cancer 9 months ago. Mrs Khan did not speak English and spoke only Urdu. She 
was primarily a home maker, working occasionally as a  private dress maker.
Mr & Mrs. Khan have 2 daughters Shazia and Maya. Both daughters were bom in the UK and 
have had English education. The eldest daughter, Shazia had an arranged marriage in Pakistan 
where she lives with her family. Her husband is a shop-keeper. They have 3 children. Shazia’s 
eldest son Imran is currently contemplating coming to the UK to University.
Maya, the younger daughter married a European and was disowned by the family. She had no 
contact with her father till her mother passed away 9 months ago. Maya and her husband have 
no children. She is University educated. She and her husband are both journalists and fairly 
mobile, travelling 3-4 days a week throughout Europe and sometimes at short notice.
Mr and Mrs Khan were both religious and had links with the Muslim community. However, Mr 
Khan fell out with the mosque about they way they responded to his wife’s death. He has stopped 
going to the local Mosque but continues to pray at home.
Prompt Questions
...something about who speaks English, who speaks jjrdu and who speaks both?
...something about the rift with the community in tïîç Mosque and the potential for mediation? 
...something about understanding religious faith and appropriate culturally sensitive solutions? 
...something about grief and mourning -  individual, family and community based?
...something about impact o f migration and loyalties to countiy o f origin and host country? 
...something about the possibility o f going back to country o f origin?
...something about appropriate residential care and relationships with staff and other residents? 
...something about assessments, short term memory, self-care and differential diagnosis?
... something about assessing risk to self?
...something about relationship with social'services and other professional systems?
.. .something about the role of the Psychologist, MDT, etc?
Date: 16 th May 2006
85
PBL Reflective Account 3
(U T3
(0 0)
(0 V)
9L CDO) TO
o)
« w
IÎ
3 2
<
86
Case Discussion Group Summaries
Case Discussion Groups
Case Discussion Groups (CDGs) were another novel addition to the Psych.D. 
Program which began with our cohort. The rationale was to provide trainees with 
a forum in which to reflect on the process and impact of working clinically with 
clients and the demands of clinical training, as well as presentation and 
discussion of cases in order to obtain view points of fellow trainees and the 
clinical tutor facilitating the group. Our CDG comprised six people who remained 
consistent throughout the three years, and a facilitator who changed with the 
beginning of each academic year. At the end of the first two academic years we 
were required to produce a reflective account on our professional and personal 
development within and without the context of the CDG. Due to the personal and 
thus sensitive nature of these accounts, only summaries are presented here; full 
accounts are located in Volume II of this portfolio.
The first account reflected on my experience of the case discussion groups 
(CDGs) and highlighted a number of areas in which learning from this process 
could be applied to my personal and professional development at both a 
therapeutic and organisational level. Namely; group roles, group cohesion, group 
identity, the power of groups, and endings. In addition to learning from the 
process, I also benefited from the content of CDGs. Engaging in and reflecting 
upon the content and process of the CDGs contributed to my personal and 
professional development in that it provided impetus for further learning as a 
reflective scientist practitioner, working both therapeutically and at an 
organisational level.
The second account included reflection upon some of the main themes which 
arose from our discussions, namely the group as a secure base, emotion, roles, 
positions within the group, clinical competence, and future direction.
Clinical Dossier
This section aims to provide an impression of the broad range of clinical 
experiences gained over the three years of clinical training. As such, this section 
includes summaries of clinical experience gained on placement and summaries 
of clinical case reports. Due to the sensitive and confidential nature of their 
content, only summaries are presented here; full clinical case reports and further, 
more detailed information relating to clinical experience gained on placement is 
located in Volume II of this portfolio. All identifying information has been altered 
to protect confidentiality.
Summaries of Clinical Case Reports
Adult Mental Health Case Report 1
Summary of Adult Mental Health Case Report 1
Cognitive Behaviour Therapy with a 36-year-old Man with
Schizophrenia
May 2005 
Year 1
Adult Mental Health Case Report 1
Referral of the problem
This 36 year-old male, with a diagnosis of schizophrenia was referred by his 
community psychiatric nurse (CPN) for assessment. The main reason for referral 
was James' upcoming move from a hostel for people experiencing severe and 
enduring mental illness to a housing association flat where he would live 
independently. James was reluctant to move. The CPN and consultant 
psychiatrist were questioning if he was resisting the move as a result of his illness 
and requested psychological input for this purpose.
Presenting problem
1. James was top of the waiting list to be re-housed from the mental health 
hostel where he had lived for two years to an independent one bedroom 
flat. James was expressing reluctance to move.
2. James was drinking heavily and thus exacerbating his psychotic 
symptoms.
3. James had paranoid ideas about other people, believing people coughed 
to let him know they were judging him and thought badly of him.
Initial assessment
James has been on the caseload of the CMHT since 1995 after returning home 
from spending a year in India. He used illicit drugs including heroin while in India 
and subsequently experienced a psychotic episode. Since that time James had 
continued to experience paranoid symptoms, has problematic alcohol use, which 
exacerbates his paranoia, and he has a diagnosis of schizophrenia.
The Psychotic Symptom Rating Scales (PSYRATS) was used to assess the 
multi-dimensional nature of James' psychotic symptoms and the British 
Psychiatric Rating Scale (BPRS) allowed assessment of the severity of James' 
psychotic symptoms. The results of these investigations highlighted that James
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was experiencing psychotic symptoms and that they were causing him distress 
and impacting considerably on his life.
Initial formulation
In the context of a nine-year history of paranoid psychotic symptoms, James was 
drinking excessively and had experienced an increase in paranoid thoughts. This 
is likely to have been exacerbated by an upcoming move from a supported hostel 
to an independent one-bedroom flat.
James placed elevated emphasis on how others perceive him and felt inadequate 
in comparison. James’s evidence that others think badly of him was that people 
coughed to let him know. Because he was hyper-vigilant to how others perceive 
him he frequently noticed people coughing.
Due to his sensitivity to how others perceived him he became uncomfortable at 
mixing with others and subsequently withdrew from social contact. James drank 
alcohol to summon the courage to mix with others, yet drinking increased his 
paranoid thoughts, thus maintaining the problem. Also maintaining the problem 
was the fact that James was unemployed, contributing to limited day-time 
activities, subsequent boredom and thus increasing his tendency to engage in 
alcohol use.
Action plan
The current evidence base is deemed sufficient to inform national guidelines that 
CBT for psychosis (CBTp) is a recommended treatment for schizophrenia (NICE, 
2002) and thus informed the treatment plan. The treatment plan comprised:
i) Initial assessment and investigations.
ii) Goal setting.
Hi) Rapport and trust building was intended to span all sessions.
iv) Socialisation to the model.
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v) Monitoring distressing experiences.
V/) Cognitive modification of delusions.
vii) Behavioural intervention around excess drinking.
viii) Evaluation of effectiveness of intervention.
ix) Relapse prevention and maintenance of change.
Intervention and reformulation
At the time of writing this report, James had attended ten sessions of CBT. 
Intervention has followed the action plan, yet was flexible to accommodate 
James' changing needs and my reformulation. Intervention can be summarised 
across the following domains: development of the therapeutic relationship, 
reformulation, monitoring and data collection, cognitive intervention, behavioural 
intervention.
Outcome and follow-up
Subjectively, James reported feeling better about things” and said he had learned 
“not to care what people think of me”. He is pleased to have moved and has
expressed an interest in gaining employment. He also states that he “always
feels good after our sessions”. Objectively, I considered James to have made 
great progress over a number of areas. Most marked is the decrease in 
frequency and distress associated with psychotic symptoms, and increased self 
esteem, which have subsequently had positive effects on his affect and general 
demeanor. I planned to continue to work with James on modifying his delusions 
and further increasing his self esteem by working on his core beliefs and 
automatic thoughts. I also intended to commence motivational interviewing aimed 
at tackling his drinking. The CPN considered James to have made a significant 
improvement since embarking on our work together and describes him as “a 
different man”.
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Critical evaluation of the work
I considered the most important factor contributing to the effectiveness of this 
intervention to be the development of a strong therapeutic relationship. Providing 
a sense that James could approach our sessions knowing he would not be 
judged or not believed allowed him to share information which later proved to be 
crucial to our work. I was constantly careful not to subtly or explicitly undermine 
his experiences.
In terms of what I would have done differently, family intervention is 
recommended as a treatment for people with schizophrenia (NICE, 2002) and it 
may have been helpful to have included family intervention in the action plan. 
Given this was my first placement, and my first experiencing of conducting 
therapy with a person with schizophrenia, I opted to concentrate on familiarizing 
myself with CBTp before later expanding my skills to include family work. 
Secondly, James' alcohol use might have responded better to motivational 
interviewing than behavioural interventions. I later introduced this aspect to our 
work and James' alcohol intake decreased dramatically.
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Summary of Adult Mental Health Case Report 2
Cognitive Behaviour Therapy with a 42-year-old Woman presenting 
with Post Traumatic Stress Disorder (PTSD).
September 2005 
Year 1
Adult Mental Health Case Report 2
Referral of the problem
This 42-year-old female was referred by her GP to the CMHT for assessment. On 
her initial assessment by the psychiatrist she was diagnosed with post-traumatic 
stress disorder (PTSD) and referred to the psychology department for a 
psychological assessment.
Presenting problem
Vanessa presented to her GP as she was having difficulty dealing with the after 
effects of experiencing a road traffic accident six weeks previously. She 
sustained physical injuries from the accident including bruising all over her body, 
subsequent disrupted bowel movements and back pain. The psychological 
effects of the accident comprised difficulty eating and sleeping, loss of 
confidence, reduced social contact, irritability, panic attacks, nightmares and 
flashbacks. Each week as the time and day of the accident approached Vanessa 
experienced intense anxiety symptoms. The clinical psychologist, psychiatrist, 
GP and I all appeared to be in agreement in conceptualising Vanessa’s problems 
in the context of PTSD.
Initial assessment
Information gleaned from the assessment and the results of initial investigations 
suggested that Vanessa was experiencing physiological and psychological 
symptoms associated with PTSD. Her initial scores on the Impact of Events 
Scale (lES), Beck Anxiety Inventory (BAI) and Beck Depression Inventory (BDI) 
were moderate, severe and minimal respectively. It was apparent from examining 
the subscales of the I ES that Vanessa was experiencing both intrusive and 
avoidant symptoms. The results of these investigations were in line with her 
presentation.
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Initial formulation
Due to the strong scientific base both for its theoretical origins and in support of 
its efficacy, formulation was within a CBT framework (specifically emotional 
processing theory).
According to emotional processing theory, Vanessa’s symptoms of PTSD 
emerged due to incomplete emotional processing of the trauma and the 
subsequent development of a pathological fear structure concerning the trauma. 
Any information associated with the road traffic accident (RTA) activated the fear 
structure. The fear structure in people with PTSD is thought to include a 
particularly large number of stimuli and is therefore easily accessed. Attempts to 
avoid this activation maintain the structure.
In Vanessa’s case, stimuli included the site of the accident, the time and day the 
accident occurred, her son’s questions about the events of that day, and 
frequently seeing the model of the car she lost as a result of the accident. By 
avoiding these stimuli in order to spare herself the anxiety and discomfort that 
she envisaged would ensue, Vanessa had entered a vicious cycle whereby 
aiming to avoid memories of the RTA was reinforcing and maintaining the fear 
structure. The existence of flashbacks and nightmares was further evidence that 
the trauma had not been processed in its entirety.
Action plan
The plan was driven by the initial formulation and was adapted from guidelines 
for implementing effective exposure therapy for persons with PTSD. It comprised 
the following components:
i) Initial assessment and investigations.
ii) Goal setting.
iii) Education around the nature of PTSD and rationale for treatment.
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iv) Presentation of formulation.
v) Rapport and trust building.
vi) Preparation for the nature and repercussions of reliving the traumatic
event.
vii) Relaxation training in order that she may manage anxiety over the 
course of our work, and develop a sense of control.
viii) Imaginai exposure.
ix) In vivo exposure.
x) Cognitive restructuring.
xi) Evaluation of effectiveness of intervention.
xii) Relapse prevention and maintenance of change.
Intervention
Vanessa attended for ten sessions of CBT. Intervention followed the action plan, 
yet was flexible to accommodate Vanessa’s difficulties with engagement. 
Intervention can be summarised across the following domains: development of 
the therapeutic relationship, imaginai exposure, in vivo exposure, and cognitive 
restructuring.
Outcome and evaluation
Repeating the I ES, BAI and BDI after treatment demonstrated a decrease in 
symptoms. Vanessa’s I ES score decreased from moderate to mild, her BAI 
scores decreased from severe to normal, and her BDI scores remained in the 
minimal range.
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Subjectively, Vanessa reported feeling “very much better” and that she had 
“made real progress”. Vanessa was pleased to have reached a stage where she 
could talk about the accident without it evoking the emotion and anxiety that it did 
prior to intervention. Vanessa also reported improved eating and sleeping, a 
significant decrease in nightmares, having had no panic attacks, that she was 
going to the gym, spending more time with her son, was taking more pleasure in 
leisure activities and was less irritable.
One of Vanessa’s key goals highlighted often in our early sessions was the need 
to regain her confidence and to “get me back”. In our final session she felt she 
had rediscovered her strength and determination and stated “I wanted the old 
Vanessa back and here I am”.
Objectively, I noticed a real change in Vanessa over the course of therapy. I 
could see the ‘old Vanessa’ returning; she began to demonstrate determination, 
strength of character and a fighting spirit which, resurfaced and developed as 
therapy progressed.
Vanessa’s deteriorating relationship with her son was a key area of distress for 
Vanessa at the start of therapy. Towards the end of intervention Vanessa felt 
more able to talk calmly with her son about the events of that day and more able 
to provide the reassurance that he needed.
Critical evaluation of the work
A strength of this work lies in the development of a strong therapeutic relationship 
before embarking on imaginai and in vivo exposure work. Similarly, 
conceptualising Vanessa’s disengagement in the context of avoidance allowed 
me to be proactive and determined to do my best to re-engage her in the 
process.
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In terms of what I would do differently, more time in initial imaginai exposure 
sessions using cognitive restructuring to aid integration of her memories of the 
trauma with new memories highlighting her role as a survivor might have been 
beneficial. This element of Vanessa not as a victim but as a survivor was 
emphasised when we embarked upon in vivo exposure and the reiteration of this 
was a catalyst for further improvement. I wonder if a greater emphasis on these 
elements while in the context of imaginai exposure would have elicited symptom 
reduction sooner.
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Summary of Child and Adolescent Case Report
Group Therapy with Children (aged 9-11) whose Parents have 
Divorced or Separated; A Group Analytic Psychotherapy and
Cognitive Approach.
May 2006 
Year 2
Child and Adolescent Case Report
Referral and presenting problem
Six children were referred and selected for the divorce and separation group for 
assistance in dealing with difficulties in adjusting to the separation of their 
parents. The group was jointly led by myself, a trainee clinical psychologist, and a 
group analytic psychotherapist.
Initial assessment
Information gleaned from the assessment and the results of initial investigations 
suggested that all group members were experiencing psychological distress 
associated with parental separation. Standardised measures included the 
Children’s Beliefs about Parental Divorce Scale (CBARDS), and the Strengths 
and Difficulties Questionnaire (SDQ).
Initial formulation
The initial formulation was informed by cognitive and developmental theories. 
Prental separation has been associated with behavioural, emotional, adjustment, 
and academic problems. Similarly, parental separation can lead to problematic 
cognitions relating to the nature of the separation, the child’s causal role in the 
decision to separate, fears of being abandoned, expectations of peer ridicule, 
seeing oneself as having to hold the family together, believing that improved 
behaviour will result in reconciliation, and blaming one parent exclusively for the 
divorce. These behaviours and cognitions were evident among our members.
As group members were aged between nine and eleven, participants thus fell 
within the psychoanalytic Latency period. This developmental stage is 
characterised by the development of concrete operational thought. As such I 
hypothesised that the participants would find it beyond their cognitive capacity to 
fully conceptualise the nature, background and repercussions of the parental 
separation, perhaps resulting in dysfunctional beliefs about their role in the 
separation process. It may also explain why group members presented with
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cognitions suggesting the exclusive blaming of one parent, demonstrating their 
incapacity to consider the broader context other than the potentially biased one 
that may have been presented to them.
Attachment theory led me to consider that the ability of one or both parents to 
provide a stable, loving, non blaming base while all else is in disarray, and to 
protect the child from adult decisions and issues was crucial in minimizing the 
turmoil of the situation. It seemed that parents of the children presenting to our 
service had been unable to provide this.
Action plan
Session one: Naming the group. Getting to know each other game, hopes and 
fears about the group. Who do I live with. Who else is in my family. Where do I 
live. How many people have mums and dads who don’t live together anymore.
Session two; Why do mums and dads decide not to live together anymore. 
Naming feelings, Hopes and worries about Christmas.
Session three: Update on Christmas, What works and what works not so well 
about having parents who do not live together. Access to parents not living at 
home. Coping strategies.
Session four: After the divorce. Visiting your parent. Having two homes, 
Stepfamilies.
Session five; Things we are good at and things about ourselves we are less 
happy about. How to deal with difficult situations. Preparation for ending.
Session six: Telling friends about parents not living together. Worries about 
myself, mum and dad. The yes, no. I’m not sure game. Coping with feelings.
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Evaluation of effectiveness of intervention would involve repetition of the 
standardised questionnaires and other outcome measures.
Intervention
Intervention can be summarised across the following domains: group process, 
cognitive restructuring and transference and counter transference interpretations.
Reformulation
The initial formulation was largely informed by cognitive and developmental 
theories and conceptualised adjustment difficulties in the form of dysfunctional 
beliefs about the nature and repercussions of the separation and members' 
causal role in the process.
Despite the apparent validity of the initial formulation I wonder if too little attention 
was paid to the anger apparent in each member. All members displayed 
passionate anger in varying ways, both within and without the group setting. 
Group members’ expression of anger can be understood in two ways. Some 
members’ anger can be conceptualised as a defense against their feelings of 
self-blame, sadness, rejection, loss, and unimportance. For other group members 
however, anger can be perceived as displacement.
Outcome and evaluation
Examination of objective measures suggest varied levels of effectiveness. 
Consideration of subjective measures suggests child and parent satisfaction with 
the group, and that significant improvements had been made.
Critical evaluation of the work
A strength of this work is attributable to the group process and the therapeutic 
relationship. Groups have been found to be effective methods of intervention with 
children because a group situation fits with ease developmentally into children’s
104
Child and Adolescent Case Report
ordinary lives of school and family, and because being in the presence of 
containing adults allows children to more easily drop maladaptive defenses or 
behaviours.
Timely transference interpretations were also key to the effectiveness of this 
intervention. Similarly our reflective practice, ability to balance being responsive 
to the needs of individuals with the needs of the group as a unit, and our 
willingness to be creative in engaging group members contributed to the 
effectiveness of the work.
I wonder if this intervention could be further improved by the facilitation of a 
formal psycho-educational group for parents concurrently with the children’s 
group. This would allow for greater involvement of the system in alleviating the 
child’s distress.
Personal Reflections
This report concludes with some personal reflections upon my involvement with 
the group.
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Summary of People with Learning Disabilities Case Report
An Extended Assessment with an 18-Year-Old Man with a Mild to 
Moderate Learning Disability
September 2006 
Year 2
People with Learning Disabilities Case Report
Reason for referral
An 18-year-old, Austrian male was referred by his parents to the Psychology and 
Challenging Needs Service for People with Learning Disabilities for support 
around Hans’ increasing age and independence. In particular they sought support 
in helping him manage “strong feelings” connected to his emotional development. 
They were also keen to establish Hans’ developmental potential.
Presenting problem
The problem viewed by Mr and Mrs Fitzgerald related to expectation of 
educational attainment and aggression and feelings of frustration. Hans was not 
able to articulate what the problem was or indeed if he thought there was one at 
all. However, the incidents of aggression he displayed some months prior to the 
referral suggest that he may have been finding it difficult to manage his complex 
internal world at this period of transition.
Initial assessment of the problem
Hans suffered epileptic fits as a child, which first occurred in early infancy, 
although the exact initial onset is unknown. These fits were said to be “serious”, 
causing scarring to parts of the right side of his brain and have lessened in 
frequency since childhood.
Hans attended a school for people with learning disabilities in Vienna before the 
family moved to London. In an earlier report conducted by an Educational 
Psychologist it was identified that it “would not be realistic to expect him to 
achieve average grades in standard academic performance”. Indeed, it was 
suggested that the National Curriculum “should be suitably modified to take 
account of his learning difficulties”.
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Initial formulation
The fact that the referral was instigated by Hans' parents, together with the tone 
of the letter, implied educated, assertive and caring parents. This immediately 
highlighted for me a discrepancy between the initial expectations they might have 
held for their son and his actual level of academic and social achievement. This 
raised questions in my mind about ongoing grief and loss in parents of children 
and adults with learning disabilities.
Action plan
1. The Wechsler Adult Intelligence Scale -Third Edition UK (WAIS-III UK)
2. Wechsler Objective Reading Dimensions (WORD).
3. Adaptive Behaviour Scale -  Residential and Community -  Second Edition 
(ABS-RC:2).
Findings
WAIS-III UK
The results of the WAIS-III demonstrate no significant differences between Verbal 
(VI0 ) and Performance IQ (PIQ) scores, suggesting the validity of the Full Scale 
IQ (FSIQ). Similarly, results indicate no abnormal scatter within the VIQ and PIQ, 
suggesting that Hans’ PIQ and VIQ scores were valid indicators of his current 
non-verbal and verbal abilities. Hans’ VIQ, PIQ and FSIQ all fall within the 
extremely low range and beneath the first percentile.
Discrepancy analyses show no significant strengths or weaknesses, suggesting 
global impairment of cognitive functioning but an improvement in VIQ since the 
administration of the WISC-III some eight years previously (with scaled scores 
now ranging from 1 to 4, as opposed to 1 and 2), perhaps illustrative of Hans’ 
increased proficiency with the English language.
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WORD
Hans’ WORD scores fall beneath the first percentile demonstrating not only 
extremely low performance when compared to a normative population, but also 
no improvement since the age of ten when the WORD was initially conducted 
with Hans, when he also performed beneath the first percentile.
ABS-RC:2
When compared to other PLD on levels of adaptive behaviour, Hans appears to 
function between average and above average levels. These results suggest that 
Hans appears able to integrate within society and with the appropriate support, 
should be able to function within the workplace.
Extended formulation
Comparison with the assessment conducted eight years earlier, shortly after his 
arrival in the UK, shows an improvement in his verbal abilities and stability in his 
performance abilities. This suggests an improvement in those tasks requiring 
language, demonstrating Hans’ ability to acquire a second language. This 
highlights a perplexing oxymoron of second language acquisition in PLD.
The stability Of his Scaled PIQ scores eight years on suggests maintenance of 
these skills and no evidence of deterioration or improvement, perhaps indicative 
of the level Hans is likely to achieve in his current context.
It became apparent that Hans’ mother had not allowed him the opportunity to 
demonstrate certain skills. Coupled with Hans’ presentation over the assessment 
sessions and his scores in other domains, it can be hypothesised that Hans may 
well be able to achieve in areas that are not currently available to him. Perhaps 
Mrs Fitzgerald perceived her son as being in need of his mother for the majority 
of his activities of daily living, i.e. dependent and in need of protection and 
perpetual parenting (Baum et al., 2001) rather than a young adult who is craving
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independence. Perhaps provision of opportunity to demonstrate skills in more 
areas, especially those associated with increasing privacy with regard to self 
care, would allow Hans to experience a greater sense of independence, more 
inline with the autonomy usually associated with his stage of lifespan 
development and the transition between adolescence and adulthood.
Recommendations for intervention
Recommendations fell across the following areas: assistance in transition from 
adolescence to adulthood, assistance in skill development, and the social 
construction of PLD.
Critical evaluation of the work
The major criticism of the work is attributable to limitations in available 
assessment tools for PLD for whom English is not their first language. Yet despite 
providing only a speculative response to the referral question, the assessment 
tools were able to inform recommendations regarding Hans’ functioning within 
this country, and as such, provision of appropriate support can occur.
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Summary of Advanced Competencies Case Report
Cognitive Behaviour Therapy with a 19-Year-Old Woman with Bulimia
Nervosa Purging Subtype
April 2007 
Year 3
Advanced Competencies Case Report
Referral of the problem
This 19-year-old female was referred via her GP and CMHT for assessment and 
treatment of Bulimia Nervosa (BN).
Presenting problem
The clinical psychologist, psychiatrist, GP and I all appeared to be in agreement 
in conceptualising Emma’s problems in the context of Bulimia Nervosa, Purging 
Subtype with co-morbid depression.
Initial assessment
Emma lives with her parents, and has an older sister who lives nearby. Emma 
reported that she had a happy childhood and that her family was close up until a 
period of about four years ago when her father retired due to physical health 
reasons. At this point it appears that the family situation changed significantly, 
and Emma feels “things have never been the same since”. Emma reports feeling 
as though she has “never been good enough in my father’s eyes”.
Emma’s eating difficulties started at around the age of 15, when she broke her 
ankle and put on weight because she was unable to move. Her weight increased 
and she began to receive negative comments from people at school. Through a 
combination of restricting her food intake and vomiting, she decreased her weight 
to just less than 45kg. She reports this decrease in weight being met with positive 
comments from others, and this feedback encouraged her to continue in this way. 
She began to binge “because I was in starvation mode”, and thus her pattern of 
bingeing and purging was established.
Emma reported vomiting 30 times per week, taking 135 laxatives per week and 
engaging in 10 objective binges and 12 subjective binges per week. These 
behaviours were monitored throughout treatment by way of evaluation and risk
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management. Similarly, Emma’s weight at assessment was 55.4kg, giving her a 
Body Mass Index (BMI) of 20.9 (healthy range 20-25).
Initial investigations
Assessment comprised a semi structured clinical interview and standardised 
measures; namely, the Eating Disorders Examination Questionnaire (EDE-Q), 
the Beck Anxiety Inventory (BAI) and Beck Depression Inventory (BDI). Her initial 
scores on the BDI and BAI both fell within the severe range. Similarly, Emma’s 
scores on the EDE-Q suggested significant eating disorder pathology.
Initial formulation
Emma’s background history includes experiences, which have led to negative 
core beliefs about herself, the world, and other people. For example, the idea that 
her father had too high expectations of her and that she could never please him 
led Emma to develop a core belief herself that she was inadequate and not 
wanted.
In order to protect herself from these painful core beliefs, Emma developed 
underlying assumptions, or rules for living. For example, if she were able to 
achieve perfection, she would be worthy of love and affection. As is typical with 
people with eating disorders (Fairburn et al., 1993; 2003) these underlying 
assumptions manifest themselves in over concern with body shape and weight. 
Emma’s entire sense of self worth centered around her perception of her body, 
shape and weight.
An abusive relationship where she was told that she was fat, ugly and worthless, 
and weight gain following a broken ankle served as triggers to activate these 
dormant underlying assumptions. These triggers reinforced her focus on her 
appearance.
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Typically, core beliefs and underlying assumptions show themselves in the form 
of negative automatic thoughts (NATs). Examples of NATS Emma reported are 
“I’m a failure” and “I’m going to put on weight”. In a bid to act in accordance with 
her underlying assumptions and NATs, Emma engaged in a pattern of restricting 
her eating in order to maintain a low weight. In so doing, this behaviour was 
reinforced by the sense of achievement and control that was established when 
she acted according to her restrictive rules.
Emma reported bingeing on all the foods she denied herself, and feeling out of 
control during the bingeing process. In a bid to regain control and to rid her body 
of the increased food intake, Emma purged in the form of vomiting and taking 
laxatives. This led to Emma experiencing great shame at her behaviour, which 
contributed to underlying feelings of low self esteem, and reinforced the 
behaviour.
Action plan
i) Initial assessment and investigations.
ii) Weekly weighing.
Hi) Goal setting.
iv) Establishment of a sound therapeutic relationship.
v) Self monitoring of food intake and BN behaviours.
vi) Psycho-education.
vii) Motivation.
viii) Introduction of regular eating.
ix) Eliminate dieting.
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x) Revised formulation.
xi) Cognitive restructuring.
xii) Evaluation of the effectiveness of intervention.
xiii) Relapse prevention.
Intervention
Emma attended for 20 sessions of CBT. Intervention comprised: medical 
intervention, development of the therapeutic relationship, motivation, psycho­
education, and cognitive restructuring.
Outcome and evaluation
The outcome and evaluation of intervention with Emma was outlined across the 
following areas: psychometric measures; eating disorder behaviours; underlying 
cognitions; and the description of change from the client’s and therapist’s 
perspectives. The results of these outcome and evaluation measures suggest the 
effectiveness of intervention but also the need for continued work beyond my 
departure from placement, and as such Emma was been referred to another 
clinician.
Critical evaluation of the work
I feel the strength of this work lay in the development of a sound therapeutic 
relationship, including Emma’s mother in the treatment process, and tape 
recording sessions which served the dual purpose of a memory aid, as well as 
providing further opportunity to digest and reflect upon what has been discussed 
in each session.
Criticism of the work lies in the fact that after an initial and dramatic decrease in 
symptoms, rates of Emma’s bingeing and vomiting increased. This might be
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attributable to systemic factors pertaining to Emma’s broader context. I also 
wondered if her increased symptoms were an unconscious anxious response or 
angry attack at me for ending our sessions.
116
Summary of Clinical Experience
Summary of Adult Mental Health Placement
Summary of Adult Mental Health Placement
Setting
This was a year long placement based in a Community Mental Health Team 
(CMHT). Clinical work was conducted in an out-patient clinic, an in-patient adult 
acute psychiatric ward, in a primary care service and in clients’ homes.
Models
Cognitive behaviour therapy (CBT) and psychodynamic therapy.
Presenting problems I issues
Psychosis
Borderline Personality Disorder 
Bulimia Nervosa 
Self Harm 
PTSD
Physical Health Issues 
CCD
Depression 
Social Phobia 
Schizophrenia 
Anxiety
Alcohol dependency 
Groups
• Psychosis Recovery Group, inpatient ward
• Relaxation Group, inpatient ward
Summary of Adult Mental Health Placement
Assessments
Semi structured assessment interviews
Questionnaires: Beck Depression Inventory, Beck 
Anxiety Inventory, Impact of Events 
Scale, British Psychiatric Rating Scale, 
Psychotic Symptom Rating Scales, 
Maudsley Obsessive Compulsive Scale, 
Social Avoidance and Distress Scale, 
Eating Disorders Examination 
Questionnaire.
Neuropsychological assessments: Wechsler Adult Intelligence Scale 3^  ^
Edition, Wechsler Memory Scale 3^  ^
Edition, National Adult Reading Test, 
Animal fluency, FAS.
Presentations, training, other experiences and research
• A service related research project evaluating client satisfaction with the 
newly introduced policy of copying correspondence to clients was 
conducted and the results were presented to the team.
• Case presentation at team meeting
• Attendance at a Psycho Social Intervention conference
• Trust wide training days such as child protection, risk assessment and 
management and multiprofessional team working.
119
Summary of Child and Adolescent Placement
Summary of Child and Adolescent Placement
Setting
This was a six month placement based in a Child and Adolescent Mental Health 
Service (CAMHS). Clinical work was conducted in an out-patient clinic, a child 
development centre at a local hospital and in schools. I was also involved in a 
reflective team as part of the family therapy clinic.
Models
Systemic, narrative, group psychoanalytic, attachment theory and CBT.
Presenting problems I issues 
PTSD 
CCD
Depression 
Anxiety
Anger management 
Austistic Spectrum Disorder 
Language delay 
Aspreger’s 
Behavioural problems 
Learning disabilities 
Feeing problems 
Parental divorce and separation 
Unresolved Bereavement 
Developmental delay
Groups
• Divorce and Separation Group.
Summary of Child and Adolescent Placement
Assessments
Semi structured assessment interviews
Questionnaires: Spence Children’s Anxiety Scale,
Children’s Impact of Events Scale, 
Strengths and Difficulties Questionnaire, 
Children’s Belief about Divorce 
Questionnaire.
Neuropsychological assessments: WISC, WALD, WORD, WAND, BAS,
McCarthy, WPPSE, Locke.
Presentations, training and research and other experiences
• Presentation of evaluation of divorce and separation group to the team
• Presentation to psychology department on reflections on working with this 
client group
Autism Spectrum Disorder -  Diagnosis and Management 
Child Protection 
Chronic Fatigue
Developmental Assessment Training
NICE Guidelines on Depression for Children and Adolescents 
Child and Adolescent Mental Health Outcome Evaluation 
Observation of EM DR trauma clinic
121
Summary of People with Learning Disabilities Placement
Summary of People with Learning Disabilities 
Placement
Setting
This was a six month placement based in a Community Team for People with 
Learning Disabilities. Clinical work was conducted in community out patients, 
residential care homes and day services.
Models
Systemic, behavioural, and psychodynamic therapies.
Presenting problems I issues
Bereavement preparation 
Unresolved bereavement 
Physical disabilities 
Memory difficulties 
Dementia 
Sexual abuse 
Trauma
Challenging behaviour 
Assessments
Semi structured assessment interviews
Psychoanalytic assessments: House, Tree, Person Assessment
Questionnaires: Adaptive Behaviour Scale -  Residential
and Community 2"^ Edition, Informant 
Dementia Rating Scale
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Neuropsychological assessments: WAIS-III, WORD, Dementia Rating
Scale, BAI, Pychlops
Presentations, training and research and other experiences
• Presentation to psychology department regarding reflective practice with 
PLD
• Seminar on Fragile X Syndrome
• Day visit to a ward for people with severe challenging behaviour.
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Summary of Advanced Competencies Placement: 
Eating Disorders Service
Setting
This was a six month placement based in an out patient tertiary service for 
people with eating disorders. Clinical work was conducted in an out-patient clinic.
Models
CBT
Presenting problems I issues
Anorexia nervosa 
Bulimia nervosa 
Binge eating disorder 
Eating disorder not otherwise specified 
Borderline personality disorder 
Sexual abuse
Assessments
Semi structured assessment interviews
Questionnaires: Eating Disorders Examination Questionnaire, BDI, BAI.
Presentations, training and research and other experiences
• Case presentation to multi disciplinary team.
• Harmful relationships between staff and eating disorder services
Summary of Older People Placement
Summary of Older People 
Placement
Setting
This was a six month placement based in a CMHT for older people. Clinical work 
was conducted in a community out patient clinic.
Models
Narrative, systemic, cognitive, O B I
Presenting problems I issues
Depression 
Anxiety 
OGD
Unresolved bereavement 
Physical disabilities 
Dementia
Alcohol dependence 
Relationship issues 
Sexual issues
Assessments
Semi structured assessment interviews
Questionnaires: Geriatric Depression Scale, BAI, CORE
Neuropsychological assessments: WAIS-III, Mini Mental State Examination,
Addenbrooks.
Summary of Older People Placement
Presentations, Training and Research and other Experiences
• Teaching to ward staff on “Understanding and Managing People with 
Personality Disorders”.
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This section includes a research log, a service related research project, the 
abstract of a qualitative project, and my major research project.
Research Log Checklist
Research Log Checklist
1 Formulating and testing hypotheses and research questions 0
2 Carrying out a structured literature search using information technology and  
literature search tools
0
3 Critically reviewing relevant literature and evaluating research methods 0
4 Formulating specific research questions 0
5 Writing brief research proposals 0
6 Writing detailed research proposals/protocols 0
7 Considering issues related to ethical practice in research, including issues o f 
diversity, and structuring plans accordingly
0
8 Obtaining approval from a research ethics com m ittee 0
9 Obtaining appropriate supervision for research 0
10 Obtaining appropriate collaboration for research 0
11 Collecting data from research participants 0
12 Choosing appropriate design for research questions 0
13 Writing patient information and consent forms 0
14 Devising and administering questionnaires 0
15 Negotiating access to study participants in applied N H S  settings 0
Research Log Checklist
16 Setting up a data file 0
17 Conducting statistical data analysis using S P S S 0
18 Choosing appropriate statistical analyses 0
19 Preparing quantitative data for analysis 0
20 Choosing appropriate quantitative data analysis 0
21 Sum marising results in figures and tables 0
22 Conducting semi-structured interviews 0
23 Transcribing and analysing interview data using qualitative m ethods 0
24 Choosing appropriate qualitative analyses 0
25 Interpreting results from quantitative and qualitative data analysis 0
26 Presenting research findings in a variety o f contexts 0
27 Producing a written report on a research project 0
28 Defending own research decisions and analyses 0
29 Submitting research reports for publication in peer-review ed journals or edited book 0
30 Applying research findings to clinical practice 0
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Receiving Copies of Correspondence: An Audit of Client Views.
July 2005 
Year 1
Service Related Research Project
Abstract
Background: The Department of Health in the NHS Plan (2000) stipulated that 
people should receive a copy of all letters written about them. This Policy was 
intended to keep patients up to date with their diagnoses and treatment and to 
demonstrate a commitment to good communications and valuing patients. 
Objective: To determine client views on receiving copies of letters written 
between professionals about their health care.
Design: Non experimental, descriptive design. A questionnaire was disseminated 
eliciting qualitative and quantitative responses.
Setting: Community Mental Health Teams (CMHTs) in the adult directorate of an 
outer London NHS Trust.
Participants: Clients from two CMHTs attending out-patient appointments.
Main outcome measures: Responses to a questionnaire eliciting client views on 
receiving copies of correspondence.
Results: The majority of participants reported good levels of knowledge about 
the policy, general positive feelings about the policy, the positive impact of 
receiving letters, appropriate content of letters, ability to ask staff for clarification, 
and that confidentiality was adhered to.
Conclusions: These results support continued implementation of the policy and 
suggest that the protocols of the policy were largely adhered to. However, there 
is scope for staff training in order that protocols and guidelines are more 
stringently followed. It is recommended that these results are interpreted with 
caution unless and until the limitations of this audit are addressed.
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Introduction
The NHS is in the process of modernisation and reform, placing patients’ needs 
at its centre, in order to make it a health service fit for the twenty first century 
(NHS Plan, 2000). In achieving this necessary culture shift with patient needs as 
paramount, partnerships and collaboration are considered the hallmarks of good 
practice (Department of Health, 2003). As such, the NHS has an obligation to 
involve patients in decisions in their healthcare and communicate with them 
(Working Group on Copying Letters to Patients, 2002).
In order to achieve this. The NHS Plan (2000) stipulates that “letters between 
clinicians about an individual patient’s care will be copied to the patient as of 
right”. The purpose of this policy is to empower clients by ensuring that people 
are given the opportunity to be aware of what is being written about them and to 
be kept updated on their treatment. Furthermore, it demonstrates a commitment 
to good communications and valuing patients; considered to be at the heart of 
good clinical practice (Department of Health, 2005).
Initial investigations into health professionals’ views on copying letters to clients 
within the area of mental health suggest professionals are ambivalent to the 
policy and its implications^. Central to the current study however, are the attitudes 
of service users to receiving copies of correspondence. Exploratory work in the 
area suggests clients are largely satisfied with receiving copies of 
correspondence"^.
 ^ Unpublished research. Cropper, J. (2003). Health and Social Care Professionals’ Attitudes 
Towards a Policy of Copying Correspondence to Clients in an Adult Mental Health Setting. 
University of Surrey.
Unpublished research. Dawkins, N. (2004). Have Clients in a Community Mental Health Team  
Had a Positive, Negative, or Mixed Experience of Receiving Copies of Their Correspondence? An 
Audit of Client Views. University of Surrey.
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Aims and Hypothesis
In order to implement an audit which had relevance to the service in which it was 
conducted, and by consulting with professionals involved in copying 
correspondence to clients, the following aims were generated:
1) Adhere to the Good Practice Guidelines (Department of Health, 2003) 
suggesting that “from time to time it will be helpful to check with patients 
how they feel about client letters, perhaps as part of client surveys”.
2) Determine whether findings suggesting patient satisfaction with receiving 
copies of correspondence can be replicated within an outer-London NHS 
Trust in 2005.
3) Further previous research in order to facilitate a better understanding of 
client experiences of receiving copies of correspondence.
It is hypothesised that clients will continue to report good levels of satisfaction 
with receiving copies of correspondence.
Methodology
Design
Non experimental, descriptive design.
Participants
Participants were clients attending out-patient appointments with staff members 
of two outer-London CMHTs. Of a total 56 participants, 41% were male, 48% 
were female and 11% did not answer the question. The age of participants 
ranged from 18-25 to 66-75 with the majority of participants (32%) falling in the 
36-45 age range. The largest proportion of participants were White British (54%) 
followed by White Irish (7%) and Black Caribbean (7%). These demographics are 
representative of the local area (Office of National Statistics, 2003).
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Measures
A 16-item self report questionnaire was designed (see appendix 1) and was 
adapted from a tool utilised in a previous study exploring client satisfaction with 
receiving copies of correspondence^’®. The adapted version used in this study 
was designed to retain enough questions from the original version to determine 
generalisability of findings over time, yet included modifications in order to 
quantify previous qualitative responses and to obtain clarification of speculations 
derived from previous research. It was also ensured that items reflected expert 
consultation and pertinent elements of the policy (Department of Health, 2005). 
Questions fell across the following domains: knowledge about the policy, general 
feelings about the policy, the impact of receiving letters, content of letters, ability 
to understand letters, ability to ask staff for clarification, and confidentiality.
The final questionnaire was approved by two clinical psychologists within the 
NHS Trust in which data collection took place. Similarly, the final questionnaire 
was subjected to population sampling prior to wider dissemination. These 
procedures suggest some content and face validity. Other types of validity and 
reliability were not assessed due to the sample size.
Procedure
Reception staff were instructed to invite clients to complete the questionnaire, 
making it explicit that to do so was optional, that responses were confidential and 
that no identifying information would be gathered. An information sheet was 
provided (see appendix 2) outlining the policy, the rationale for the audit, and 
reiterated the anonymity of responses. Dissemination of questionnaires took 
place over a one month period.
® The original version of the questionnaire was subject to expert sampling and was thus deemed 
to posses some content validity.
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Ethical approval was considered but deemed unnecessary since the study is an 
audit of client views and client contact details were not accessed. Consent was 
granted by the team manager.
Results
The mean number of letters received by participants was 4.09.
i) Knowledge about the policy
One item aimed to elicit evidence of knowledge about the policy. Data suggests 
that the majority of clients (63%) had some knowledge of the policy in that they 
were aware of its existence. This is an improvement on results elicited previously^ 
which suggested that only 42% of participants were aware of the existence of this 
policy. However this difference did not reach statistical significance®.
ii) General feelings about the policy
Two items were included to ascertain clients’ general feelings about the policy. 
The majority of participants considered the policy to be a good idea (82%) and no 
participants considered it to be a bad idea. This trend is similar to that identified 
previously^.
A thematic analysis of the 15 participants who provided qualitative responses to 
this item suggests the policy is considered to be a good idea because:
1) It allows clients to be more informed and have a greater understanding of their 
healthcare, treatment, diagnosis and progress:
“It explains in detaii . . .so you yourself can better understand your treatment and
problems"
and;
Chi Square test used. P=.322
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2) Communication in this way encourages greater trust between professionals 
and clients:
“It serves to foster a bond of trust between patient/clinician/team.”
83% of participants chose not to opt out of receiving copies of letters, which may 
suggest generally positive feelings about the policy. However, since only 11% of 
participants in a previous study^ knew they had the option to opt out, this item 
may reflect ambivalence about opting out rather than positive feelings towards 
the policy per se.
Exploration of the qualitative responses attached to this item allows for some 
insight into motivation behind not opting out. Of the five participants who provided 
qualitative responses, themes related to finding letters useful and wanting to 
know about the illness and treatment.
Exploration of the rationale behind opting out of this policy was not so fruitful. Of 
the 13% of participants who had opted out of receiving letters only one 
volunteered additional qualitative comments. This related to the person feeling 
they did not need to receive letters since their health was maintained by seeing a 
CRN.
Hi) Impact of receiving letters
Three items were included to elicit the impact of receiving letters. The majority of 
clients reported receiving letters made them feel more informed of (75%) and 
more involved in (68%) decisions (see figure 1).
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Figure 1. Do you feel more informed of / involved in decisions about your care as
a result of receiving letters?
60
50
20
10
H More Informed 
0  More Involved
Yes Not answered
Participants varied as to whether they thought professionals wrote letters 
differently knowing that they would be copied to clients. Responses were fairly 
evenly dispersed across 'yes' (36%), ‘no’ (21%) and ‘don’t know’ (34%).
Most participants regarded professionals writing letters differently positively 
(41%), although many participants (39%) did not know and 9% thought it was a 
bad thing.
Exploration of the qualitative responses (n=11) regarding why professionals 
writing letters differently was considered positively or negatively highlighted an 
area of discrepancy amongst participants. On the one hand writing letters 
differently was considered to promote clarity, understanding and a more rigorous 
approach. Yet on the other, writing letters differently was thought to hinder 
transparency:
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“Professionals should not hide behind a screen. ”
“You’re not sure what they realty think. ’’
iv) Content of letters
Four items were included to ascertain client views of the content of the letters. 
Most participants perceived the content of letters to be generally at the right level 
since the majority did not feel that the wording was too long or technical to 
understand (61%) or that letters were too long (86%). However, it is noteworthy 
that over a quarter (29%) of participants did consider the wording of letters to be 
too long or technical to understand (see figure 2).
Figure 2. Was the wording too long or technical to understand / were the letters to
long?
90
O) 50 -
0)  40
10
El Words too long or techincal 
@ Letters too long ______
Yes Not answered
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While the majority of participants (64%) reported that they did not receive any 
new information in the letters, 14% of participants reported that they did in fact 
receive new information.
v) Clarification
One item was included to gather whether participants were able to ask for 
clarification about the content of their letters. 32% felt able to ask for clarification 
for ‘some of them’, 29% for ‘all of them’, and 27% for ‘none of them’ (see figure
3).
Figure 3. If vou have received copies of letters, were vou able to ask Questions
about the content of the letters?
35
30
0)  20  -
a. 15
Yes - all of them Yes -  some of them No - none of them Not answered
140
Service Related Research Project
The main themes derived from exploration of the 16 qualitative responses to this 
item were that participants:
1) Were able to ask questions because of the level of trust between them 
and the professional;
2) Did not ask questions because there was no need as the information 
was easy to understand.
One participant highlighted the discomfort experienced around asking for 
clarification:
‘Tm not sure how to ask the right questions without causing offense.”
23% of participants reported that there was distressing or sensitive information in 
the letters they received and 13% stated that they would have liked support in 
receiving this information.
Of those who stated that they would have liked support, 23% stated that support 
was offered, but almost a quarter (21%) stated that no support was offered.
vi) Confidentiality
Two items were included to ascertain clients’ views about the confidentiality of 
letters. Copying letters to clients remains within the realms of confidentiality in 
that most participants felt it was useful to have ‘private and confidential’ marked 
on the envelope (75%) and that letters had not been read or opened by people 
the client did not want to (79%) (see figure 4).
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Figure 4. Have letters been read or opened by people vou didn’t want to?
Is it useful to have ‘private and confidential’ marked on the envelope?
0) 40
O Letters been read or opened by people 
you didn't want to 
^  Useful to have 'private and confidential' 
marked on the letter
Don't know Not answered
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vii) General comments
Participants were invited to provide general comments on their satisfaction with 
receiving letters. Thematic analysis of the responses provided by the 19 
participants who completed this item further highlighted how receiving letters was 
considered to be a positive thing. Participants felt this policy:
1) Made them feel more informed
2) Made them feel more involved
3) Provided reassurance that something was being done about their 
illness
4) Decreased isolation.
These themes can be summarised by one participant who felt:
“It's a great policy as I feel more involved and human. It's important to respect the 
patient.”
Conclusion
Results suggest good levels of client satisfaction with the policy of receiving 
copies of correspondence, thus supporting its continued implementation. 
However, data also implies that some aims of this policy are yet to be fully met, 
thus highlighting areas in which staff can be encouraged to adhere more 
stringently to protocols and guidelines of the policy.
Discussion
The results of this audit coupled with reflections on the process of undertaking 
this project have highlighted implications for i) staff members of the CMHTs 
involved in this audit, ii) broader service delivery, and iii) clinical psychology. 
However, the limitations of this audit indicate that firm conclusions as to the 
implications of these findings across these domains can not be made. As such.
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recommendations must be considered as speculative unless and the limitations 
have been addressed.
Limitations
Firstly, this audit aimed to gain a better understanding of the motivations behind 
opting in or out of the policy since this was an area which was hitherto 
unexplored. However the minimal response rate to this qualitative item (n=6) 
renders such responses speculative at best. Further research is necessary 
before firmer conclusions as to clients' rationale for opting in or out of the policy 
can be made.
Secondly, analysis of qualitative data entailed the researcher and a colleague 
independently subjecting the data to thematic analysis and grouping responses 
accordingly. More rigorous qualitative data collection and analysis, with a larger 
sample may allow for greater generalisability of findings.
Thirdly, participants were not asked to stipulate which of the two CMHTs they 
comprised, thus it was not possible to determine whether the teams differed in 
terms of the levels of satisfaction their service-users displayed.
Finally, since the sample size was limited, the measure was not subjected to 
rigorous validity and reliability testing, and data collection spanned only one 
month, findings derived from this audit remain speculative.
i) Implications for the CMHTS involved in this audit
Participants highlighted a number of ways in which staff successfully adhered to 
the protocols of the policy. For example, the majority of participants were aware 
the policy existed; suggesting staff had indeed informed clients that they would 
receive copies of letters written about them as stipulated in the policy^. Similarly, 
the majority of participants reported that letters were at the right pitch; suggesting
 ^ Policy on copying correspondence to clients. Adult Directorate Policy. Protocol 3.2
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staff had adhered to the protocol requiring that letters should avoid jargon and be 
written in a language that is understandable to the client®. Furthermore, the 
majority of participants reported that they did not receive new information in the 
letters; suggesting staff adherence to The Good Practice Guidelines (Department 
of Health, 2003)®.
While staff are to be congratulated on their effective implementation of protocols 
and their successful following of guidelines in the majority of cases, it should be 
noted that there remains some scope for improvement. For instance, just over a 
third (34%) of participants were not aware of the policy suggesting a need for 
staff to better inform clients of its existence and implications. Over a quarter 
(29%) did feel that words were too long or technical to understand, implying that 
staff should better consider the needs of the individual when pitching the letter. 
14% stated that they did indeed receive new information in the letters highlighting 
an area in which staff should be reminded of the importance of partnership and 
collaboration in letter writing.
Furthermore, of the 13% of participants who reported that they would have liked 
support in dealing with sensitive or distressing information, almost a quarter 
(21%) reported that they were not offered such support. This illustrates the need 
for staff to be more empathie as to the repercussions of receiving such 
information in written form, and the need to more actively support the client in this 
way. Similarly, one client highlighted the discomfort felt at wanting to ask for 
clarification yet not wanting to cause offense by doing so. Staff must be made 
aware of this potential difficulty for clients and should be encouraged to create a 
forum in which clients are empowered to request clarification.
Policy on copying correspondence to clients. Adult Directorate Policy. Protocol 3.6 
® The Good Practice Guidelines state “there should be no new Information In the letter that might 
surprise or distress the patient”.
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These results suggest the need to remind staff about protocols and guidelines in 
order to facilitate greater adherence to such policy stipulations and to increase 
the likelihood of higher levels of client satisfaction in the future.
ii) Implications for broader service delivery
It was anticipated that by receiving copies of correspondence, clients would be 
more informed of and involved in their healthcare, thus reflecting a commitment 
to good collaborative communications and valuing patients (Department of 
Health, 2005). This audit aimed to ascertain whether these specific aims of the 
policy had been met and results demonstrate that these aims have indeed been 
achieved. Coupled with the fact that results support the hypothesis that clients 
continue to report high levels of satisfaction with receiving copies of 
correspondence, the findings of this audit support continued implementation of 
this policy. Similarly, results suggest that previous findings implying client 
satisfaction with receiving copies of correspondence can indeed be replicated 
within an outer-London NHS Trust in 2005, thus suggesting generalisability 
across services and over time.
iii) Implications for clinical psychology
Reflecting on the results of this audit has highlighted a number of questions; the 
answers to which have implications for clinical psychology. Firstly, what is it about 
receiving copies of correspondence that makes clients feel valued, involved and 
informed? Results of this audit suggest that it is the increased focus on 
collaboration between professional and client that allows this to happen. If this is 
so, perhaps it is no accident that collaboration has been regarded to be at the 
heart of good practice (Department of Health, 2003) and the therapeutic 
relationship (Beck, 1995).
Secondly, to a profession where the therapeutic relationship is key to effective 
intervention (Beck, 1995), are psychologists more likely than other professionals
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to write letters differently knowing that some content may potentially hinder the 
therapeutic relationship? Perhaps in order to preserve the relationship and aid 
transparency, psychologists are more likely to discuss collaboratively and openly 
in session the content of the letter with clients. Does this increased emphasis on 
a collaborative approach lead to greater client satisfaction with psychology 
services than the service provided by other professionals?
Thirdly, do psychologists working within different theoretical orientations differ in 
their approach to letter writing? Are psychologists working within a CBT 
framework with collaboration at its centre (Beck, 1995) more comfortable with 
communicating with patients in this way than psychologists working within those 
models where collaboration is not emphasised to such an extent (Lemma, 2003)?
Fourthly, what is the impact of copying clients into letters after they have 
disengaged from the service? What is the impact of receiving copies of letters 
without prior warning of their content and without the benefit of therapeutic 
support? And what are the implications of this upon psychologists’ anxiety and for 
risk management?
These questions provide direction for further research in order to better 
understand the impact of copying letters to clients upon clinical psychologists 
working within an NHS where client needs are paramount and partnerships and 
collaboration are considered the hallmarks of good practice (Department of 
Health, 2003).
Results of this audit were presented to the service in August 2005. 
See Appendix 3 for evidence of feedback to the service.
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Your views on receiving copies of letters written between professionals 
about your healthcare.
1) Arc youmale . or female
How old are you? 18-25" 26-3S”. 36-451 46-551 56-651 66-761 76+::
2) How would you describe your ethnicity? (Please tick)
Black or British Black Mixed
White British : Back Caribbean : White and Black Caribbean
White Irish .. Black African : White and Black African
■ ■ Any other White background Any other Black background i . While and Asian
; Any other mixed background
Asian or Asian British Other
Indian : : Chinese
Pakistani : Any other ethnic group □ 1 prefer not to state
Bangladeshi
: Any other Asian background
3) There is a policy within this NHS Trust, which means you receive copies of all letters relating to your care. 
D i d  y o u  know this before completing this questionnaire? Yes No
4) Approximately how many letters about your care have you received? .................
5) H a v e  you opted out of receiving copies o f letters? Yes No
Why?
6) Do you think receiving copies o f letters about your care is a good or bad idea?
Good Bad Ok Not sure
Why?
7) a) If you have received copies of letters, were you able to ask questions about the content o f the letters? 
Yes -  all of them Yes -  some of them No-none of them
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b) What helped or hindered you being able to ask questions about the content o f the letters?
8) Do you feel more informed of decisions about your care as a result of receiving letters? Yes No Not sure
9} Do you feel more involved in decisions about your care as a result of receiving letters? Yes No Not sure
10) a) Do you think professionals write letters differently knowing they will be copied to clients? Yes No Don’t know
b) Do you think this is a good thing or a bad thing? Good Bad Don t know
Why?
11 ) Are some words to long or 'technical' to understand? Yes No
12) Are the letters too long? Yes No
13) a )  W a s  there distressing or sensitive information in the letters? Yes No
b) If yes, did you want support with the distressing or sensitive information? Y es No
c) Was any support ofl'ered by professionals in dealing witli this? Yes No
14) Was there new information in the letter, which you were not aware of before receiving the letter? Yes No
15) H a v e  a n y  o f  y o u r  letters been read or opened by any one y ou didn’t want to? Yes No Don’t know
1 6 )  I s  i t  u s e f u l  to have‘private and confidential'marked on the letter? Yes No Don’t know
Anv further comments?
T hank you for taking the time to com pkte this questionnaire.
151
Service Related Research Project
ADoendix 2. Information Sheet
Satisfaction with receiving copies o f correspondence 
about your healthcare.
There is a policy within this NHS Trust, which states that all 
service-users should receive copies o f letters written between 
professionals about their healthcare. This has been happening for a 
year now, and I am interested in finding out your views on the 
matter.
1 would be most grateful i f  you could please spare a couple o f 
minutes to complete the enclosed questionnaire.
The NHS is committed to listening to the views o f its service-users 
and completing this questionnaire allows your opinions (good or 
bad) to be heard and enables you to influence future policy 
decisions.
Please be honest. No identifying information is requested on the 
form, which means that your responses are anonymous.
Please return completed questionnaires at your earliest 
convenience to the person who gave you this questionnaire.
Many thanks
Clinical Psychologist in Training
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Appendix 3. Evidence of Feedback to the Service
From: Huq, Farzeen [mailto:Farzeen.Huq@swlstg-tr.nhs.uk]
Sent: Wed 21/02/2007 09:22
To: Thompson M Ms (PG/R - Psychology)
Subject: RE: confirmation
FH The Wilson 
Cranmer Road 
Mitcham 
Surrey CR4 4TP
21 February 07
Tel: 020 8687 4714 
Fax: 020 8687 6960
I write to eonfirm that Marie Thompson presented the findings of her service related 
research entitled “Receiving copies of correspondence: An audit of client views” to the 
East Mitcham CMHT during her placement here. Marie has excellent presentation skills 
and this was very well received by all present at the meeting.
Farzeen Huq
Consultant Clinical Psychologist
EAST MITCHAM COMIHUNITY MENTAL HEALTH TEAM
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Appendix 4. Ethical Approval Documentation
University of Surrey
P s y c h D C l in ic a l  P sy c h o l o g y
Service Related R esearch Project 
E thical Scrutiny Form
The nature o f the proposed project is such that I am satisfied that it will not require scrutiny 
by the trust’s ethical committee.
Name o f Field/Placcment Super\'isor:....................................... ............
Signature o f Field/Placement Supervisor:..........
Name of Trainee: .....................
Title o f SRRP:
...ç^..ûkjuU.Æm...............................................................
Date:
i Mir«v i t  uk.cci*uisc-i,TOi7,i»Tnba<.-'SXW Elhiu IA il. ' t* « h i«  Jnc.<^l»rA3S(;-l«C0.4.97.<I,UM))l,E«)I)nAnil:.it«hic» ' I
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Clinical and Counselling Psychology Trainees’ Perceptions of the 
Professions of Clinical and Counselling Psychology.
May 2006 
Year 2
Qualitative Research Project
Abstract
Background: The professions of clinical psychology and counseling psychology 
have evolved over recent years (Roger and Stone, 2006). However, the current 
situation reflects an ambiguous professional identity for both clinical and 
counseling psychologists. This research aimed to explore the perceptions of 
clinical and counselling trainee psychologists training at a British university of the 
professions of clinical and counselling psychology. Method: The study used a 
cross-sectional focus group design with a semi-structured interview. Appeals for 
participants were made via an email to clinical and counselling psychology 
trainees in years one, two and three of training. A focus group comprising four 
clinical psychology doctoral trainees and four counselling psychology doctoral 
trainees (n=8) was conducted at the University of Surrey, UK. One counselling 
psychology trainee and one clinical psychology trainee facilitated the focus group. 
Data analysis: Interpretive Phenomenological Analysis (IPA) was employed for 
analysing audio transcripts. Each of the six researchers analysed the transcript 
individually and then met as a group in order to agree upon a framework that the 
researchers felt most accurately reflected the data. Results: Analysis of the data 
revealed six main themes: Different levels of knowledge of the professions, both 
professions draw from several theoretical orientations, variety of roles in 
professional practice, rationale for entering into chosen profession, training 
specifications, and potential for merging of the professions. Conclusions: 
Trainee clinical and counselling psychologists involved in this study were involved 
in a process of making sense of their own professional identity. While this 
research is not without its limitations, its findings do concur with previous 
research which suggests fewer distinctions between the disciplines of clinical and 
counseling psychology than previously evident. This perception of fewer 
distinctions between the professions has implications for service delivery, 
funding, and training.
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Abstract
Background: A number of models of Post Traumatic Stress Disorder (PTSD) 
suggest the role of cognitive appraisals in underpinning post traumatic responses in 
adults. Greater understanding of cognitive appraisals in young people who have 
experienced trauma would further understanding of the mechanisms underpinning 
post traumatic responses and inform trauma-focused intervention for children and 
adolescents. Increased insight into those aspects of the trauma most closely 
associated with post traumatic symptomatology would also provide greater insight 
into post traumatic responses in children and adolescents. Method: Two protocols 
were employed. Firstly, children aged 8-14 who presented with post-traumatic 
symptoms at a GAMHS trauma service completed measures pre-treatment (n=26). 
Secondly, a small case study was employed after participants had completed 
intervention (n=2) to determine whether exploration of these case studies of clients 
who had completed treatment furthered understanding of the role of cognitive 
appraisals and aspects of the trauma. Participants received Eye Movement 
Desensitisation and Reprocessing (EMDR) treatment. Results: Data relating to 
cognitive appraisals indicate that negative view of the self, negative view of the world 
and self-blame were positively correlated with post-traumatic symptoms. External 
locus of control was associated with emotional and behavioural difficulties, 
hyperactivity/inattention and conduct problems. Demographic features of the trauma 
were associated with post-traumatic symptomatology to varying degrees. Case 
analyses post-treatment tentatively suggest the utility of interventions which focus on 
these cognitions. Conclusions: This study supports the application of most of the 
aspects of Foa, Tolin, et a/’s (1999) adult model of cognitive appraisals to children 
and adolescents post-trauma. Trauma-focused interventions for young people need 
to focus on these cognitions.
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1. Introduction
1.1 The Concept of Post traumatic Stress Disorder (PTSD)
The concept that those who are exposed to traumatic events in childhood are at risk
of significant and long-term consequences has only emerged in the last 20-30 years. 
In contrast to historic perceptions that children were little affected by traumatic 
experiences (Garmezy & Rutter, 1985), it is now recognised that untreated childhood 
traumatic events have long-term individual and social impacts (Yule, et al., 1999).
Trauma may have especially far reaching consequences if experienced in the first 
three years of life, as it may distort the rapid and complex changes in basic 
developmental processes during this period (Drell, et a!., 1993; Perry & Pate, 1994; 
Van der Kolk, 2003). Similarly, with one of the symptoms of post traumatic (PT) 
stress being a sense of detachment from others, the impact of this on young children 
seeking out attachment figures can have serious long-term consequences for their 
own development (Dalgleish, 2006).
Trauma has long lasting consequences for the young victim, even after those first 
years of life. The external incident(s) cause internal events within the child and these 
changes remain active for years, often to the detriment to the young victim (Terr, 
1991). For example, neurophysiological research illustrates changes in brain 
structure following traumatic stress (e.g. Drell, et a!., 1993; Van der kolk, 2003). 
Exploration of the histories of adults with psychiatric diagnoses, borderline 
personality disorder, and those who commit acts of homicide demonstrates that very 
often these adults were abused or traumatised in their own childhoods (Terr, 2001).
Childhood trauma has been linked with subsequent drug abuse, juvenile 
delinquency, and criminal behaviour (Burgess et a/., 1987). Those children who have
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been abused themselves are more likely to grow up abusing others (e.g. Green, 
1983) and to be abused again in adulthood (Terr, 1991).
With the debilitating consequences of experiencing trauma in childhood and 
adolescence recognised, there is a need to increase our understanding of the 
presentation of children who have experienced trauma as well as a need to ensure 
effective treatment for such people in order that the widespread individual and social 
consequences can be limited, rectified or even averted.
1.2 Trauma and PTSD
As the concept that children are affected by traumatic events has evolved, so too has 
the inclusion of this concept in classification systems. Early editions of the Diagnostic 
and Statistical Manual of Mental Disorders (DSM) conceptualised psychological 
reactions to trauma as a gross stress reaction (American Psychiatric Association, 
APA, 1952), and adjustment reaction of adult life (DSM-II) (APA, 1968). In 1980, with 
the publication of the third edition of the DSM, came the diagnostic definition of 
PTSD. Contrary to previous editions, this definition moved away from the formulation 
of the weak nature of the victim, and conceptualised the psychological response 
within the context of a “recognisable stressor that would be expected to evoke 
significant symptoms of distress in almost all individuals” (APA, 1980). Also with this 
edition came the emergence of four diagnostic criteria: exposure to some extreme 
stressor, re-experiencing the traumatic event, avoidance of reminders of the event or 
numbing, and over-arousal.
It was not until 1987 with the DSM-III-R that PTSD in children was included as a 
recognisable disorder (APA, 1987). The DSM-IV (APA, 1994) edition differs from the 
DSM-III-R in that it places more emphasis on the threatening nature of the event to 
the person, rather than stipulating that the event must be outside the range of normal 
human experience. DSM-IV also places greater emphasis on clearer definition of the
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ways in which several symptoms manifest themselves in children. For example, 
children's responses to a traumatic event may be expressed by disorganised or 
agitated behaviour. Re-experiencing may manifest itself in repetitive play, or in 
frightening dreams with or without recognisable content. The exhibition of physical 
symptoms such as stomach-aches or headaches is also included in the DSM-IV as 
being symptomatic of a PT reaction in children. The inclusion of developmentally 
specific manifestations of the psychological responses to trauma in children and 
adolescents reflects the now increased awareness about the effects of trauma on 
young people. The latest edition, DSM-IV-TR (APA, 2000) does not include any 
major differences from previous versions with respect to the diagnosis of PTSD in 
either children or adults.
An alternative diagnostic description is offered by the International Classification of 
Mental and Behavioural Disorders (ICD-10) (World Health Organisation, 1992), 
which, like the DSM, has also evolved over the years. In many ways the ICD-10 
mirrors the DSM-IV in the conceptualisation of PTSD as evidenced by the exhibition 
of symptoms occurring across the four clusters. However, these classification 
systems differ in the number of symptoms required from each cluster to obtain a 
diagnosis of PTSD, and the duration of symptoms. Moreover, age-specific 
symptomatology is absent from the ICD-10, giving no formal diagnosable set of 
symptoms for children and adolescents.
Classification systems such as the ICD and DSM have been criticised in a broad 
philosophical and political sense. For example, many concur that while diagnoses 
may be reliable in that a number of professionals may reach the same conclusions, 
this does not make the system valid (Connor, 2004). Indeed, homosexuality was held 
as a psychiatric illness until 1974 with disastrous social and individual implications 
(Spitzer, 1981). Similarly, classification systems have been criticised for colluding 
with the pharmaceutical industry’s financially driven need to influence health
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professionals’ conceptualisations of mental health problems in medical terms in order 
to market their pharmaceutical treatments (Connor, 2004; Van der Kolk, et al., 2007). 
This diminishes the need to resolve the cause and instead results in a bottom-up 
approach to treatment, focusing on symptom management, which in turn promotes 
psychiatric input and simultaneously diminishes psychological approaches. Further 
exploration of the general criticisms of classification systems is beyond the scope of 
this thesis.
More specifically however, four key criticisms emerge regarding the utility of DSM 
and ICD in discussion around the criteria for PTSD in children and adolescents. 
Firstly, at the centre of a diagnosis of PTSD is the occurrence of a traumatic event. 
The DSM-IV attempts to define traumatic events as those that involve “actual or 
threatened death or physical injury, or a threat to the physical integrity of self or 
others” (APA, 1994). However, events qualifying as traumatic according to DSM-IV a) 
vary significantly from one another (Fletcher, 1996), b) are not inclusive of other 
dimensions contributing to the trauma of an event (such as ongoing, chronic trauma, 
proximity to the event or the sudden, unexpected nature of events), and c) do not 
take into consideration child-specific traumas.
Secondly, while the DSM-IV has gone some way to including child-specific 
responses to traumatic events, many typical childhood responses remain outside the 
realm of the current DSM diagnosis of PTSD. Indeed, the ICD-10 omits any 
developmentally specific PT reactions. In illustration, the following symptoms have 
been cited as being indicative of PSTD in school aged children in the literature, yet 
are omitted by one or both of these major classification systems: regression of 
previously learned skills; withdrawn behaviour; separation difficulties; less emotion 
regulation e.g. hyperactivity and disruptive behaviour; vivid re-enactment through 
drawings, stories and play; fear of the dark; waking through the sleep cycle; 
difficulties in concentration often evident in school work; description of anxiety or re-
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experiencing through concrete physical complaints such as stomach-aches or head 
aches; and verbal description of the event lacking in appropriate affective expression 
(Benedek, 1985; Cook Cottone, 2004; Johnson, 1998; Perrin et al., 2000; Scheeringa 
& Zeanah, 1995; Thomas, 1995).
Turning to adolescent children, the presentation is more closely in line with the adult 
presentation included in DSM-IV diagnostic criteria (Yule, 2001), as children of this 
age are more likely to be able to cognitively process the trauma by integrating it into 
the context of life experiences (Cook Cottone, 2004). However, a number of 
adolescent-specific manifestations are noted in the literature, which again are not 
included in the current classification systems, namely: altered conceptions of identity, 
future and connection, e.g. diminished expectations of getting married, establishing a 
career and experiencing a normal life span (Cook Cottone, 2004; Yule, 2001); self 
injurious behaviour; suicidal ideation; conduct problems; dissociation; derealisation; 
depersonalisation; and substance abuse, (Cohen et al., 2000, Johnson, 1998). The 
danger of omission of these developmentally specific manifestations of psychological 
responses to trauma from the DSM-IV and ICD-10, is that the aetiology of the 
disorder is masked and therefore potentially untreated.
Thirdly, the current requirements are that the child must exhibit at least one re- 
experiencing symptom, three avoidance/numbing symptoms, and two increased 
arousal symptoms to receive a DSM-IV PTSD diagnosis. Keane (1989) has 
suggested that these requirements are based on current diagnostic criteria for adult 
PTSD, which may necessitate amendment for younger children in order to be less 
restrictive. Similarly, flashbacks (often perceived as a defining feature of PTSD) are 
much less common in children than they are in adults (Mayall, 2006). It does indeed 
seem to be poor practice to a) apply adult diagnostic requirements to children, and b) 
potentially deny children the most effective treatment as a result of not
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conceptualising their disorder correctly on the basis of failure to adhere to adult 
diagnostic criteria.
Similarly, Green et al., (1993) highlight the greater difficulty in assessing symptoms of 
denial and avoidance in children. It is the author’s opinion that without greater clarity 
around the developmentally specific manifestations of all the symptom clusters within 
the current diagnostic criteria, many of the symptoms are more difficult to assess in 
children than they are in adults. Until such a point when classification systems evolve 
quickly to encompass the results of new research and more modern understandings 
of developmentally specific PT symptoms, assessment of PT symptoms in children 
(and to a lesser extent adolescents) which adhere to DSM-IV and ICD-10 criteria is 
not necessarily a valid assessment of their presenting problem.
The extent and validity of these criticisms of the DSM and ICD noted in the literature 
and derived from the author’s own clinical observations is striking: the effects of 
trauma on children and adolescents are varied and beyond the scope of the 
diagnostic criteria outlined in major classification systems. This led the author to 
consider why there is such an incongruence between diagnostic criteria and the 
clinical examples of PT responses, and subsequently, the utility of the classification 
systems per se. Firstly, perhaps this incongruence is explained by the fact that the 
concept that children and adolescents are significantly affected by traumatic events is 
still relatively novel. Secondly, classification systems would need to be constantly 
evolving in order to take into account new research demonstrating how PT responses 
manifest themselves in children and adolescents. It is not realistic for new editions to 
be produced each time literature evolves for one sub-system, but perhaps in the 
absence of up to the minute classification systems, less emphasis should be placed 
upon the diagnostic criteria within.
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Thirdly, it is likely that PT responses differ significantly along the developmental path, 
with symptoms exhibited by those under five, for example, differing considerably from 
those exhibited by those in their prepubescent and adolescent years (Scheeringa, et 
al., 2001; 2003). Perhaps there should be a classification system aimed specifically 
at the manifestations of psychiatric illnesses in children and adolescents which in so 
doing could better represent the differing symptomatology of these disorders at 
different developmental stages.
Having acknowledged the limitations of these classification systems, it is important to 
consider the benefits of using diagnostic criteria for children. Primarily, diagnoses 
allow for communication amongst professionals, and their use in research by way of 
naming a set of symptoms for evaluation purposes has been welcomed by 
academics. Classification systems also allow children and their families to have an 
explanation for the behaviour. This often provides relief and a sense that the problem 
can be tackled now it has a name (Thompson, 2006). Furthermore, good practice 
constitutes the use of diagnoses as only one part of a clinical assessment.
However, as a result of the limitations of diagnostic criteria for PTSD in children and 
adolescents, for the purpose of this research, emphasis will be placed on the 
psychological responses exhibited among children and adolescents following 
exposure to one or more traumatic events. In so doing, the concept of trauma and 
psychological responses to trauma will be similar yet removed from formal diagnoses 
of PTSD as recognised by the DSM-IV and ICD-10. As suggested by Cohen (1998), 
a reasonable practice parameter is to conceptualise those children with clinically 
significant PTSD symptoms (i.e. severe enough to impair functioning in at least one 
important domain), whether or not they meet strict DSM-IV-TR or ICD-10 diagnostic 
criteria.
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1.3 Types of trauma
Clinical and academic approaches to trauma distinguish between different types of 
traumas and their distinct psychological effects, which has implications for 
presentation and treatment. These distinctions have been referred to as type I and 
type II traumas (Terr, 1991), sm all‘t’ traumas and big T  Traumas (Shapiro, 1995) as 
well as simple and complex traumas (Roth et al, 1997).
1.3.1 Tvpe I and tvoe II trauma
Terr, in her 1991 paper provides examples of incidents comprising type I and type II 
traumas, and makes distinctions between the psychological responses endured as a 
result of experiencing a type I or II trauma. Type I traumas are conceptualised as 
those isolated, one off incidents such as a road traffic accident (RTA). Type II 
traumas comprise traumas such as sexual abuse or living in war zones, or multiple 
type I events. Roth, (1997), later conceptualised type I and type II traumas as simple 
and complex respectively.
Type I traumas are said to elicit the most typical childhood PT stress responses, 
usually meeting the criteria of repetition, avoidance and hyper-alertness clusters in 
the DSM-IV-TR (2000) and tend not to lead to the personality problems that 
characterise type II responses. Terr (1991) identifies three typical type I responses: 
full and detailed memories; cognitive reappraisals; and misperceptions.
The detailed retrieval of isolated traumatic memories suggests that these memories 
“stay alive” in a special way, despite attempts to consciously suppress the memory. 
This is in distinct contrast to memories of repeated traumas, which are retained in 
‘spots’ rather than complete memories and are subject to periods of dissociation 
(Terr, 1988).
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Cognitive reappraisals of the event are considered to be later employed by the child 
to answer questions such as “why?” and “why me?” in an attempt to gain 
retrospective mastery over the unpredictable event which at the time remained out of 
the child’s control (Terr, 1991). In so doing, the child is often left with feelings of guilt 
as he or she attempts to determine reasons for the event. This cognitive appraisal 
differs from the coping mechanisms employed in responses to type II traumas, which 
typically comprise appraisals around anticipation and expectation.
Misperceptions, visual hallucinations and peculiar time distortions are evident among 
children who have experienced single incident traumas, shortly after the event and in 
some cases long after the sudden, unanticipated shock. Extensive release of 
neurotransmitters in the brain at the time of the terror may account for these 
problems with perception, although more specific details about this mechanism are 
unknown (Terr, 1991). Later work on the impact of trauma on the brain provides 
support to this theory (e.g. Elbert et a/., 2003).
Type II disorders result from long-standing repeated exposure to extreme external 
events or multiple exposure to isolated traumatic events, where the first event 
creates surprise and the subsequent unfolding of horrors creates a sense of 
anticipation and dread. These traumas typically result in significant attempts to 
protect the psyche and preserve the self, leading to different manifestations from the 
effects of type I traumas. The defences and coping mechanisms evident in type II 
disorders are said by Terr (1991) to comprise extreme denial and numbing (over and 
above the initial numbness experienced in response to type I traumas); repression of 
traumatic memories (sometimes children will have no conscious recollection of a time 
period of a number of years); dissociation; anaesthesias to bodily pain; self-hypnosis 
(a mechanism which allows the child to mentally escape); identification with the 
aggressor; and aggression turned against the self. These last two manifestations 
often result in passive-aggressive defences, notable by attempts at self mutilation or
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physically damaging suicide attempts. Typical emotions stirred up by type II traumas 
are an absence of feeling, rage, and/or an unremitting sadness. The psychological 
repercussions of type II traumas often lead to profound personality changes in the 
child, emerging in some cases before the age of five, and later manifesting 
themselves in the form of adult personality disorders in the late teens or early 
twenties.
Terr (1991) goes on to provide some examples of events which might evoke features 
of both type I and type II responses. Such events are those isolated incidents with 
profound ongoing consequences such as those shocks which take a parent’s life, 
leave a child homeless, or cause the child to endure prolonged hospitalisation and 
pain. Children subject to such consequences of a single incident are likely to retain 
the characteristics typical of responses to single events -  clear memory, perceptual 
distortions and omens, yet may also be forced into making significant character 
changes or using numbing, dissociation and/or repression in order to minimise their 
pain and to deal with the mourning of their previously intact self.
1.3.2 Trauma versus ‘t’rauma
Shapiro (1995) distinguishes between large T  and small ‘t ’ traumas. Large T  
Traumas are described as those events that would elicit an extreme fear response in 
individuals, regardless of their position along the lifespan, for example, assault, 
torture, RTA. Large T ’ Traumas are characteristic of the events that would be 
typically needed to ascertain a DSM PTSD diagnosis. In converse to DSM definitions 
of trauma, Shapiro suggests that those more prevalent experiences that can leave us 
feeling unloved, unsafe, without control or hope would constitute a small ‘t’ trauma. 
For example, the many ubiquitous experiences of childhood, such as being bullied, 
excluded or falling off a bicycle. What may seem to an adult to be of negligible 
importance may be extremely important to a developing child. In illustration, the 
experience of public humiliation in the context of playground bullying is highly
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significant. She suggests that humiliation in childhood is the evolutionary equivalent 
of being “cut out of the herd”, which stimulates arousal corresponding to fears of 
survival. It is possible that a reason so many of these childhood experiences have a 
lasting effect is because the information processing system becomes overwhelmed 
by survival fear and as such serves as potential precursors to PTSD.
Criticism of this conceptualisation of small ‘t’ traumas lies in the notion that any 
unpleasant experience could constitute a traumatic experience, and stretches the 
definition of trauma too far, thus diminishing the validity of the term. However, it is not 
felt this is what Shapiro is saying. Rather, it appears she is highlighting that traumatic 
experiences a) go beyond those easily identifiable as eliciting fearful responses, and 
b) encourage professionals to place events in the developmental context of the 
individual, thus considering the impact of certain events occurring in childhood as 
potentially more significant and threatening than if they were to occur further along 
the developmental life span.
1.4 Risk factors for PT symptoms in children and adolescents
Although exposure to a traumatic event is thought to be the main aetiological factor in 
the development of PTSD (APA, 1987), a large amount of individual variance in the 
development, chronicity and severity of symptoms remains unaccounted for (Joseph, 
et al., 1993). Community surveys vary in their reporting of the epidemiology of PTSD, 
with between 13-43% of children being reported to have experienced a traumatic 
event in their lifetime. Of those children and adolescents who have experienced 
traumas, 3-15% of girls and 1-6% of boys develop PTSD (Cohen, 1988).
There are a variety of factors identified in the literature, which contribute to the 
development and/or severity of PTSD in children and adolescents. Detailed 
exploration of all predictors of PTSD is beyond the scope of this thesis. The most 
dominant factors in the literature will be outlined here, and these relate to
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demographic features of the individual, parental reaction to the trauma, features of 
the trauma, perception and awareness, and cognitive style.
1.4.1 Demographic features of the individual
Research determining demographic risk factors report conflicting findings with 
regards to childhood PTSD. Carr (2004), in the pursuit of clarity, noted the conflicting 
research findings and endorsed the prevailing view at that time that younger children 
from ethnic minority groups and lower socio-economic backgrounds were more at 
risk of developing PTSD. The female gender has also been identified as a 
demographic risk factor (e.g. Shannon, et al., 1994; Meiser-Stedman, 2002). 
However, more recent academic opinion suggests that factors such as gender, age, 
and ethnicity, which are found to be predictive in the adult literature, are less critical 
factors in the development of childhood PTSD (Dalgleish, 2006).
A slightly more recent study noted the role of intelligence as a predictor for PTSD, 
suggesting that of the 713 children included in the study, those who displayed an IQ 
score of above 115 at age 6, were less likely to have experienced a traumatic event 
and developed PTSD by age 17, even if they had other factors, such as anxiety 
disorders and an urban background, stacked against them (Breslau et al., 2006).
Those children with pre morbid psychiatric disorder, learning disability and/or 
physical illness are at an increased risk of developing PTSD following a trauma (Carr, 
2004).
1.4.2 Parental reaction to the trauma
The degree of parent and family support can influence the occurrence of PTSD. A 
strong parental and family support system can reduce the onset or severity of PTSD 
symptoms (Rossman, et al., 1997). Similarly, when the parent is also traumatised by 
the same event or by the child's exposure, the degree of their own traumatisation has
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been found to further impact the PTSD in their children (Kaplan, 2002). The distinct 
impact of parental involvement in the trauma upon PT symptoms and cognitions 
warrants further academic consideration.
1.4.3 Features of the trauma
Key features of traumatic events responsible for the development and severity of PT 
symptoms are noted in the literature to comprise the frequency, suddenness, and 
severity of the trauma, as well as the degree to which the trauma is life threatening, 
and the proximity of the trauma (e.g. Carr, 2004; Kaplan, 2002). Direct experience of 
the trauma leaves the victim at greater risk of experiencing PT symptoms than 
witnessing the event, although PT symptoms can also evolve from indirect exposure 
to the trauma. For example, witnessing domestic violence, observing assault or 
murder, watching traumatic events on television; and living in war torn nations can 
trigger the development of PTSD (Pfefferbaum, et al., 1999; Simons & Sylveira, 
1994; Vizek-Vidovic, et al., 2000).
In a study examining the traumas leading to PTSD diagnoses, sexual trauma was 
most predictive of PTSD, followed by physical abuse and natural disasters (Mayall, 
2006). Having a parent as perpetrator of the trauma has a profound impact on the 
child’s severity of general distress and PTSD symptoms (Dominguez,ef al., 2001) as 
well as future attachments ( Kahn, 2006).
1.4.4 Perception and awareness
Mayall (2006) noted the role of perception in PTSD, suggesting that an inability to 
perceive an event as dangerous protects the child from being traumatised by the 
event, and cites the example of younger children potentially not integrating 
information as a threat. An example of this might be the young child who is fastened 
into their car seat while the car is stolen; a highly traumatising experience for those 
able to perceive the event as a threat, yet inconsequential to the one year old who 
remained oblivious to the potential danger involved in the event.
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Mayall (2006) distinguished the role of conscious perception of the threat of an 
isolated incident from those ongoing traumas which although outside the conscious 
realm, nevertheless have significant repercussions, for example, domestic violence 
between parents of a pre-verbal infant. Attachment and neurophysiological literature 
is of note here. Such literature places significance upon the early years of life, where 
the brain is undergoing extensive development, and as such is dependent upon 
optimal environmental context in order to develop its potential (Drell, et al., 1993; 
Gerhardt, 2004; Perry & Pate) and for the infant to pursue favourable attachment 
figures (Dalgleish, 2006).
1.5 Theoretical underpinnings of PTSD
PT symptoms can be understood by turning to the numerous theoretical models 
currently offering sometimes competing, sometimes complimentary, 
conceptualisations of the underpinning of the constellation of symptoms we now 
know to be typical following trauma. These theories are numerous and to outline 
each one is beyond the scope of this thesis. In response to the constraints imposed 
upon this thesis, only three models of PT symptoms will be outlined, namely: a 
cognitive behavioural model, a neurophysiological model and an adaptive information 
processing model, since these models are most dominant in the literature.
1.5.1 Cognitive behavioural model
The theoretical model underpinning and informing the content of trauma-focused 
CBT (TF-CBT) interventions with children is predominantly based upon conditioning 
theory (Stallard, 2006). This theory is based around the premise of intense negative 
affect and high levels of arousal being incorporated in traumatic memories. The 
storage of traumatic memories differs from the storage of non traumatic memories, 
and as such, external stimuli can provoke rapid, involuntary retrieval of the memory 
in a sensory loaded form, complete with accompanying physiological responses. As
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a consequence of these unpleasant responses, avoidance of stimuli ensues, thus 
maintaining the evocative physiological responses. When confronted with the 
traumatic memory and its accompanying physiological responses to the stimuli, 
staying with this anxiety allows the individual to a) habituate to the anxiety and b) 
learn that the anxiety symptoms are just that, and not signals that the event will recur 
with all its accompanying responses. This fundamental learning model does not 
account for individual differences in P I symptoms however.
The failure of learning models to adequately explain the variability in individual 
reactions to traumatic events has resulted in the development of cognitive models. 
For example, while a behavioural component is acknowledged in Ehlers & Clark’s
(2000) model, it is suggested that key processes revolve less around habituation to 
the anxiety elicited in exposure, and more around cognitive appraisals (Ehlers et al., 
2003).
Ehlers et al., (2003) suggested that individual differences in personal appraisal of the 
trauma and its consequences determine whether PTSD develops. For example, 
those who are able to understand the trauma as a time-limited, terrible experience 
that does not necessarily have negative consequences for the future, and may also 
be able to find some element of personal growth in the experience, are likely to 
recover quickly. Persistent PTSD is characterised by excessively negative appraisals 
of the event, its consequences, or both. These negative appraisals may challenge 
previously held beliefs about personal safety, well-being and justice, leading to 
heightened awareness of future danger, apprehension and uncertainty, resulting in 
increased arousal (Stallard & Smith, 2007).
In a well designed study exploring the validity of Ehlers & Clark’s (2000) model to 
children who had experienced a RTA, negative appraisals of intrusive memories and 
unfairness, maintaining cognitive strategies such as rumination and thought 
suppression, and degree of confusion during the event were observed to be
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predictors of PTSD symptom severity at 3 and 6 months (Ehers, et al., 2003). 
Criticism of this model pertains to relatively few of the children being under 10 years 
of age, leaving lack of clarity as to the validity of this model with younger children 
(Stallard, 2006).
Research involving 58 adult survivors of trauma further supports the model in spite of 
these limitations (Bryant, 2003). Participants were randomly allocated into imaginai 
exposure and cognitive restructuring, imaginai exposure, or supportive counselling 
treatment groups. Superior treatment effects emerged from imaginai exposure 
coupled with cognitive restructuring than imaginai exposure alone or supportive 
counselling. This study did not compare in vivo exposure however, which may have 
elicited greater treatment effects than achieved by imaginai exposure.
Foa and Riggs (1993) and Foa and Rothbaum (1998) proposed two basic 
dysfunctional cognitions that mediate the development of PTSD; the world is 
completely unsafe and oneself is totally incompetent. Based on an adult population, 
Foa, Tolin, and colleagues went on to develop the Post traumatic Cognitions 
Inventory (PTCI) (1999), component analysis of which, yielded three factors with 
excellent internal consistency and good test-retest reliability. These were: negative 
cognitions about self, negative cognitions about the world, and self-blame. Such 
negative cognitions are thought to contribute to the onset and maintenance of 
psychological distress following a trauma by causing a continual state of current 
threat. Validity of these factors with reference to children and adolescents is not 
known. This provides impetus for researchers to develop our understanding of the 
role of cognitions for children and adolescents who have experienced trauma. 
Together with appraisal of the event itself, appraisal of one’s role in the trauma has 
implications for development and maintenance of PTSD. The literature suggests that 
an external locus of control (LC) is characteristic of children 
with PTSD (Joseph et al., 1991; March et al., 1997) and an internal LC is a protective
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factor. Thus, a key aim in the treatment of PTSD is to facilitate a shift from an 
external to internal LC and to modify negative beliefs about the trauma.
In summary, the cognitive model of PT symptoms suggests there are subtle biases in 
basic processes of memory, attention and perception in favour of negative 
information. Negative appraisals of the event, i.e. seeing the world through trauma 
tinted spectacles, have harmful consequences for the individual as these cognitions 
also tend to be related to the use of dysfunctional coping strategies, such as 
avoidance of certain stimuli, which in turn maintain the problem. Intervention based 
on this theoretical understanding of PT symptoms aims for individuals to generate 
more realistic appraisals of themselves and the world. PT cognitions relating to view 
of the self, the world, and LC are thus telling outcome measures of treatments’ 
effectiveness.
The cognitive behavioural model of PT symptoms goes some way to enlightening the 
academic community as to the mechanisms underpinning the development of PT 
symptoms, yet in the opinion of the author does not fully achieve this. As highlighted 
(Mayall, 2006; Salmon & Bryant, 2002), a child's ability to appraise an event as life 
threatening is affected by their knowledge about the world. The presence of the 
hypothesised key cognitions and process in younger children needs to be 
investigated and developmental variations incorporated into explanatory models. 
Furthermore, theoretical models need to consider the child's context and the potential 
role of family members in supporting and moderating the child's symptoms. As 
highlighted by Stallard & Smith (2007), further work is required to determine which 
cognitive appraisals are specifically associated with PT symptomatology.
1.5.2 Neurophvsioloaical model
According to this model, when information is processed in an adaptive manner, new 
data is received and stored according to existing schemas and ways of 
understanding the world or self. This process is disturbed when traumatic memories
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are processed. In these circumstances, when the individual is in a heightened 
emotional state, the amygdala (the structure in the brain that prepares the body for 
danger) takes a snapshot of the event, rich with sensory data of sounds, sights, 
smells, and extreme emotions typically of fear, sadness or guilt. Under usual 
circumstances, the hippocampus integrates incoming data with existing knowledge 
and the memory is integrated and stored accordingly. In processing traumatic 
information, neurotransmitters fire at an increased rate in order to accommodate the 
high level of sensory input. The result of this is ‘overload’ of the hippocampus, and 
the hippocampus is unable to integrate the incoming information into existing 
schemas or memory networks. This is crucial since the hippocampus is especially 
important for the coding of information that contradicts previously learned knowledge 
(McClelland, et a i, 1995).
Under high levels of stress, functioning of the hippocampus is impaired, and the 
hippocampus, along with the frontal cortex, are unable to mediate the exaggerated 
symptoms of arousal and distress that occur in the amygdala in response to 
reminders of the traumatic event (Nutt & Malizia, 2004). As such, the individual is 
‘over conditioned’ to respond to fear, explaining the exaggerated emotional 
responses to fear situations in PTSD clients.
Some neuroimaging studies provide support to this model of understanding PT 
responses. In comparing the hippocampus in PTSD and normal participants, the 
authors discovered that those with PTSD had a smaller hippocampus (Bremner, 
Randall et a i, 1997; Bremner, Vythilingam et a i, 2003). Whether a small 
hippocampus is a cause or an effect of PTSD remains unclear and not all 
neuroimaging studies yield these findings. Studies have found similar neurological 
implications of trauma among children (e.g. Van der Kolk, 2003).
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Memory for a traumatic event is thought to be stored as a non-declarative, implicit 
memory (Squire & Zola, 1996). These authors determined that declarative, or explicit 
memories (e.g. memories for facts, knowledge of the world) can be deliberately 
retrieved, whereas non-declarative, or implicit memories are not deliberately retrieved 
and do not require conscious recollection (e.g. the skill involved in driving a car). 
Non-declarative memories do impact on a person’s behaviour and experiences, but 
they are activated through other processes such as environmental or internal cues.
The traumatic memory is stored in such a raw, unprocessed state that numerous 
stimuli (e.g. a sound or a smell) can cause immediate retrieval of the memory, and 
the memory of the past event is experienced as though it is happening again in the 
present, and as such, the intense emotions evident at the time of the trauma emerge 
again in their same intensity. For the person recalling the event in this way, they are 
unable to distinguish between remembering the event and re-experiencing it. This 
experience is commonly referred to as a flashback.
There are two characteristics of memory of a traumatic event; firstly, the person 
experiences vivid recollection of the event comprising many sensory details 
simultaneously, and secondly, the very nature of the vivid recollection leaves 
individuals finding it very difficult to face the memories and to integrate and process 
the information in a coherent, chronological sense (Brewin, 2001).
Criticism of the neurological underpinnings of PTSD can be found when applying 
adult derived models to a child population. To date, no research has explored the 
child-specific validity of this model. However, although based on adult populations, 
conceptualising PT symptoms in the context of the neurophysiology of the brain 
contributes to understanding the underpinning mechanisms by way of measurable 
evidence in the form of neuroimaging. Entertaining the idea that a smaller 
hippocampus in the presence of individuals with PTSD begins to address the
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question around individual biases in developing PTSD, not yet fully explained by 
other models (although the inconclusive evidence as to the cause or effect of this is 
acknowledged). A model incorporating both the cognitive behavioural and 
neurophysiological theoretical underpinnings detailed so far would further our 
understanding of the mechanisms of PTSD. Shapiro’s (1995; 2001) Adaptive 
Information Processing Model goes some way to achieving this.
1.5.3 Adaptive information processing model
Shapiro (1995) developed the Accelerated Information Processing model, which 
evolved into the Adaptive Information Processing (AlP) model (Shapiro, 2001) in 
order to provide a hypothetical understanding of the mechanisms of PTSD.
It is proposed that inherent in all of us is a physiological information processing 
system which integrates the perceptions of sensory input and cognitive components 
of experience into an internal memory network which affects how we function. 
Adaptive processing occurs when associations are forged with previously stored 
material, resulting in learning, relief of emotional distress, and the availability of the 
material for future use. Information is understood to be stored in memory networks 
that contain related thoughts, images, emotions, and sensations, with links between 
associated memory networks.
The AlP model hypothesises that if the information related to a distressing or 
traumatic experience is not fully processed^®, the initial perceptions, emotions, and 
distorted thoughts will be stored as they were experienced at the time of the event. 
Information processing may be incomplete, perhaps because strong negative 
feelings or dissociation (i.e. the sense that the experience is not real, thus creating a 
distance between the individual and the memory of the event(s) as a defensive
For the purpose of this thesis, ‘fully processed’ refers to the process of assimilating raw, traumatic 
memories and stimuli into semantic memories, where meanings and interpretations associated with 
the trauma are in line with positive but realistic schemas, and no longer cause distress to the 
individual.
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reaction) interfere with information processing. This prevents the forging of 
connections with more adaptive information that is held in other memory networks. 
The intrusive symptoms of PTSD are assumed to result from the unprocessed 
sensory, affective, and cognitive elements of the traumatic memory. In individuals 
with PT symptoms, the individual reacts in a dysfunctional manner to current 
situations because of automatic responses that were first elicited by past events and 
have become physiologically encoded (Shapiro, 1989).
For example, a victim of paternal incest may “know” that fathers are responsible for 
their actions, but this information does not connect with the feeling that he or she is to 
blame for the event. The memory is dysfunctionally stored without appropriate 
associative connections and with many elements still unprocessed. Shapiro argues 
that such unprocessed experiences become the basis of current dysfunctional 
reactions and are the cause of many mental disorders, including PT symptoms. 
Simply put, the present is perceived through the lenses of the past. Anything that 
happens to us in the present has to physiologically link up in the memory network 
with past events to be understood or recognised (Shapiro, 1989).
The lack of differentiation between the reality based somatic fear response 
experienced at the time of the trauma and that evoked when recalling the event in the 
past, is considered to be central to maintaining PT symptoms. As a result of the 
intense fear experienced at recalling the event, avoidance of trauma related stimuli 
relieves the person of the anxiety in the immediate term, thus reinforcing the somatic 
response in the long-term. Avoiding thoughts of the event does not allow the 
trauma(s) to be reprocessed in a more adaptive, non anxiety provoking manner.
Shapiro suggests that treatment aimed at processing the components of the 
distressing memory, linking the targeted memory with other more adaptive 
information allows learning to take place, and the experience is stored with
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appropriate emotions and cognitions, able to guide the person in the future. Eye 
Movement Desensitisation and Reprocessing (EMDR) is distinguished by the 
accelerated information processing effect, which is thought to condense the natural 
healing process into a very brief period (Greenwald, 2001).
Shapiro developed this model after she began to notice the effects of eye 
movements in desensitising her own emotional response to distressing events. It is 
hypothesised that the eye movements and other dual-attention stimuli enhance 
semantic and sensory information processing. Shapiro went on to develop a therapy 
based upon her initial observations: EMDR. Observation of the effects of this novel 
treatment led her to hypothesise about the mechanisms underlying its apparent 
success. A number of studies have found eye movements used in EMDR to 
decrease the vividness of memory images and related affect. For example. Van den 
Hout, et al., (2001) found that eye movements not only reduce vividness and 
emotionality of memories during the eye moving, but also affect future recollections, 
during which no eye movements are made. It should be noted that this study involved 
60 healthy volunteers rather than those with PT symptoms. It is argued that this 
effect may enhance processing through desensitisation by decreasing distress and 
related avoidance. It is hypothesised that as the image becomes less salient, clients 
are better able to access and attend to more adaptive information, forging new 
connections within the memory network (Shapiro, 2001).
It is suggested that with each set of bilateral stimulation, a neurophysiological 
response is elicited, whereby disturbing material is moved further along the 
neurophysiological pathways at an accelerated rate until the memory is appropriately 
resolved.
Shapiro is clear that she offers the AlP model as a working hypothesis and is explicit 
that academic understandings of the brain are not yet sufficiently advanced to either
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confirm or deny the validity of the model. She does however note that its theoretical 
underpinnings a) are congruent with the effects she has observed of EMDR in 
practice, and b) do not contradict what is already known about the brain. She also 
notes that the efficacy of EMDR is not based upon the validity of the AlP model as 
effects were noted prior to her later hypothesising about how it worked. This model 
was developed within an adult PTSD population; its validity with children and 
adolescents has not yet been explicitly evaluated.
1.6 Treatment approaches to PT symptoms
Since there are a number of approaches to the conceptualisation of trauma in 
children and adolescents, it follows that there are too a number of approaches to its 
treatment; a comprehensive review of which is beyond the scope of this thesis^ \  Two 
psychological treatments will be outlined here; CBT and EMDR. The rationale for 
which is as follows: Firstly, the theoretical underpinnings of PTSD outlined above 
lend themselves to these two treatment approaches which are based upon their 
principles. Secondly, National Institute of Clinical Excellence (NICE) Guidelines 
(2005) currently recommend CBT and EMDR for the treatment of PTSD in adults, 
and stipulate the need for more research to establish the "... efficacy of different 
trauma-focused psychological interventions ... (specifically EMDR) in children and 
young people” (NICE, 2005). In so doing these Guidelines reflect the academic 
activity dedicated to establishing the relative effectiveness of CBT and EMDR. 
Finally, an understanding of the components of CBT and EMDR treatment packages 
allows us to distinguish between the two, thus clarifying the differential content of the 
treatments in question, and enabling hypotheses on the mechanisms of change.
“  Interested readers are referred to Dyregrov & Yule (2006 ) and C arr (2004 ) for m ore  
com prehensive reviews.
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1.6.1 Cognitive behavioural therapy
It is believed that CBT works by uncoupling the pairing between the traumatic stimuli, 
cognitive events, and the anxiety response by the provocation of a relaxation 
response and more logical thinking (Yule, 1999). Various studies have aimed to 
evaluate the efficacy and effectiveness of CBT in the treatment of children and 
adolescents with PTSD, with the overriding conclusion being that CBT is effective 
with this client group (e.g. Pine & Cohen, 2002). Exploration of the content of the 
CBT delivered in these studies suggests that there is no consensus as to the content 
of the treatment packages, making claims as to its effectiveness difficult to generalise 
to clinicians in practice. Broadly speaking, the CBT protocol combines exposure 
techniques and cognitive restructuring (Cohen et al., 2000). Indeed, these 
components have been noted as common themes in the literature, and are employed 
to varying degrees across treatment packages, although it remains unclear as to 
which of these elements is the critical component(s) (Dyregrov & Yule, 2006).
1.6.1.1 Exposure Therapy
This involves imaginai exposure to the memory of the original trauma, and is usually 
performed following the principles of systematic desensitisation. The exposure to 
memories should be gradual but persistent and the therapist should maintain the 
focus as vividly and for as long as possible until the young person is able to tolerate 
the memory calmly (Yule, 1999). Typically the therapist begins by exploring the 
subject indirectly, and then begins to encourage the child to relive the memory using 
the present tense and first person in his description of the event. The child is directed 
to increase descriptive detail and then recall event specific thoughts and feelings 
(Cohen et al., 2000). With younger children it is often necessary to act out the trauma 
with dolls, drawings or role play (Deblinger et al., 1990). The child experiences and 
habituates to the high level of anxiety, and integrates the experiencing of these 
emotional states into the context of the safety of the consulting room and the 
therapeutic relationship. In some circumstances in situ exposure is employed, which 
involves the child and therapist (or parent) visiting the sight of the trauma for
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increasing amounts of time until anxiety lessens to a tolerable level. Sometimes it is 
necessary to visit the scene by way of flooding, for example if the child’s school was 
the site of the trauma. Exposure to traumatic memories engages the child’s brain’s 
pathological fear network, which triggers an excessive fear response to non 
threatening stimuli. Continued exposure allows for habituation to this network, with 
subsequent extinction of fear and anxiety reactions. Mentally re-experiencing a 
traumatic event helps patients organise memory cues about it, which encourages 
cognitive restructuring of the trauma (Foa et al., 1995).
1.6.1.2 Cognitive restructuring
Cognitive therapy is aimed at allowing the young person to make sense of what has 
happened in a more adaptive manner, with less emphasis on self-blame or other 
typical PT cognitions such as “the world is unsafe”, or “I am worthless”. Children are 
asked to accept that their new PT beliefs are hypotheses deserving rigorous testing, 
rather than newly revealed truths (Carr, 2004). In children who are old enough to 
think abstractly, core beliefs and dysfunctional assumptions might be identified and 
challenged by asking the child to question them or to look at evidence to the contrary. 
In the case of younger children, this can be performed indirectly through stories, play 
with dolls, role plays, or by drawing cartoons with positive thought bubbles (Yule, 
1999).
1.6.2 EMDR
EMDR (Shapiro, 1989) is a relatively new trauma-based psychological intervention 
and has been the subject of much research amongst the academic community. The 
technique employs alternating bilateral eye movements during exposure to past and 
present experiences in brief sequential doses while simultaneously focusing on an 
external stimulus. The therapist moves his or her finger in front of the client’s eyes 
across their field of vision while the patient tracks the motion with their eyes only. At 
the same time the client holds the traumatic event in memory; it is not necessary for 
the patient to discuss the memory. This combination of exposure and distraction is
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termed dual-attention. The client is then instructed to let new material become the 
focus of the next set of dual-attention. This sequence of dual-attention and personal 
association is repeated many times in the session until the memory produces less 
distress (Yule, 1999). As clients become less distressed in response to the traumatic 
memories, they are asked to focus increasingly on alternative positive cognitions 
while they keep the trauma in mind (termed a cognitive interweave). Clinical use of 
EMDR has shifted from the sole use of eye movements to include other forms of 
bilateral stimulation and dual-attention, such as hand tapping or audio signals. As 
with other psychological treatment approaches, the critical components to EMDR are 
yet to be identified.
1.7 Summary and ways forward
Psychological responses to traumatic events have significant and debilitating effects 
upon children, adolescents, and their families. Due to major classification systems 
omitting child-specific traumas and typical child-specific presentations of PT reactions 
in their diagnoses of PTSD, this research will adhere instead to the practice 
parameters outlined by Cohen et al., (1998) and as such conceptualises PT 
symptoms as those that reach clinical significance who suggest that significant 
impairment in only one symptom cluster need be evident.
There has been an increased volume of academic interest in children and 
adolescents who have experienced trauma. For example, there is an increasing 
literature exploring the link between cognitive appraisals and the development and 
maintenance of PT symptoms. Recent work has applied adult cognitive models of 
PTSD to children and adolescents and has discovered an association between PT 
cognitions and PT symptoms in this client group also. Similarly, certain features of 
the trauma have been linked with PT symptoms. Further exploration of PT 
symptomatology in children and adolescents is needed in order to provide greater
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insight into the association between cognitive appraisals and features of the trauma 
with PT symptoms among this client group.
2. Research questions
• Which cognitive appraisals are specifically associated with PT 
symptomatology in children and adolescents?
• What features of the trauma are associated with PT symptomatology in 
children and adolescents?
• Does exploratory case analysis following treatment tell us anything about the 
utility of focusing on cognitive appraisals in treatment?
2.1 Aims
• To determine whether adult literature suggesting the association 
between cognitive appraisals and PT symptoms is replicated in 
children.
• To determine whether child literature suggesting the association 
between LC and PT symptoms is replicated in this study.
• To determine whether elements of the trauma, and if so which ones, 
are related to PT symptoms, cognitions, LC and/or emotional and 
behavioural difficulties.
• To determine whether exploratory analysis of two cases furthers 
understanding of the role of cognitive appraisals following treatment.
3. Hypotheses
1. Negative PT cognitive appraisals will be associated with PT symptoms in 
children and adolescents.
2. LC will be associated with PT symptoms in children and adolescents.
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3. The following elements of the trauma will be positively correlated with 
increased PT symptoms, negative PT cognitions, and a more external LC:
• Type II traumas;
• Parent as perpetrator of the trauma;
• Parental involvement in the trauma.
Time since the trauma will be associated with these variables also although no 
prediction as to the direction of this association is made since this is more 
exploratory.
4. Exploratory case analysis may enhance understanding of the role of cognitive 
appraisals in children and adolescents who have completed treatment.
4. Methodology
4.1 Exclusion and inclusion criteria
All clients referred to a Surrey children’s centre for trauma, aged between 8 and 14 
were considered for inclusion in the research. Exclusion criteria pertained only to 
those clients whose PT symptoms did not reach clinical significance. Participants 
were required to be between the ages of 8 and 14 because the measures used are 
standardised for this age group. It is outside the scope of this research project to 
develop standardised questionnaires for other age groups.
4.2 Measures^^
The following measures were used in this study. A demographic questionnaire was 
also devised to glean information regarding demographic details of the individual and 
the trauma.
See appendix 1 for all four measures: Children’s Revised Impact of Events Scale, PT Cognitions 
Inventory, Locus of Control for Children Scale, the Strengths and Difficulties Questionnaire, and 
demographic questionnaire.
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4.2.1 Children's Revised Impact of Event Scale
The Impact of Events Scale (lES) (Horowitz, et al., 1979) is the most widely used self 
report measure of PTSD in adults and has been adapted for children. The I ES 
assesses the cardinal symptoms of intrusion and avoidance and has been used with 
children 8 years and older (Yule & Udwin, 1991; Yule & Williams, 1990).
Yule & Williams, (1990) found that some I ES items were misunderstood by children 
and developed a child friendly, 13-item version, namely the Children’s Revised 
Impact of Events Scale (CRIES). The CRIES is a brief measure designed to screen 
children at risk for PTSD. It has good internal consistency, a stable factor structure, 
correlates well with other indices of distress, and has been used to screen very large 
samples of children following a wide range of traumatic events (Perrin, et al., 2000). 
Cronbach’s alphas for internal consistency of avoidance a=.73, arousal a=.60, and 
full scale a=.80. The CRIES includes intrusion, avoidance and arousal items, and as 
such is based upon the DSM conceptualisation of PTSD. The items offer four levels 
of endorsement, with weighted scores (0, 1 ,3 ,5 )  for a total possible range of 0-40, 
with 30 and above indicating clinically significant symptoms.
4.2.2 Locus of Control Scale for Children (LCS)
The LCS is a 40-item scale designed to determine the extent to which children 
believe they have an external or internal LC. Participants report a "yes" or "no" to 
each item, with each response in the external direction receiving a point. Scores can 
range from 0 (internal LC) to 40 (external LC) (Nowicki & Strickland, 1973).
The measure demonstrates adequate levels of reliability for use with younger 
children, and good levels of reliability with older children. Spearman-Brown split half 
reliability is reported as follows: ages 8-10 r=.63, ages 11-13 r=  .68, and r  = .74 for 
ages 14-16 (Nowicki & Strickland, 1973). The LCSC has good construct validity (Wolf 
et a i, 1982).
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4.2.3 Post traumatic Cognitions Inventory (PTCI)
The PTCI was derived from clinical observations and theories of PT 
psychopathology. It is a 36-item questionnaire which assesses PT cognitions. Factor 
analysis on this measure revealed three factors: negative cognitions about the self, 
negative cognitions about the world, and self-blame. 21 items relate to view of the 
self, 7 items relate to world view, and 5 items relate to self-blame. The authors have 
found evidence for good internal and test-retest reliability and the measure's validity 
is supported by its ability to discriminate between individuals with and without PTSD, 
and its moderate to strong correlation with other measures of PTSD severity, 
depression, and anxiety (Foa, et al, 1999). Cronbach’s alphas for internal 
consistency yielded results of a=.97, .97, .88 and .86 for total PTCI, negative view of 
the self, negative view of the world and self-blame respectively. Spearman’s Rho 
correlations for test-retest reliability found results of p=.85, .75, .89, and .89 for total 
PTCI, negative view of the self, negative view of the world and self-blame 
respectively.
This is an adult tool, yet in the absence of any measures aiming to assess PT 
cognitions in children, the PTCI was adapted for use with clients aged 8-14 for the 
purpose of this study^^. In doing so, a number of items were altered to include a more 
child appropriate lexicon. The amended items are highlighted in appendix 2.
4.2.4 Strengths and Difficulties Questionnaire (SDQ)
The SDQ (Goodman, 1999) is a 25-item questionnaire completed by parents, which 
identifies emotional symptoms, conduct problems, hyperactivity, peer relationship 
problems and pro-social behaviour in 3-16 year-olds. (There are different versions for
13 See appendix 2 for amended version of the PTCI
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different age groups). Each subscale includes 5 items. The total SDQ score provides 
a measure of general EBD. The SDQ demonstrates sound inter-informant and test- 
retest reliability, however, the internal reliability of the various subscales, in particular, 
the peer problems subscale, is questionable for both older and younger child 
respondents (Mellor, 2004). In terms of internal consistency a=.73, and test-retest, 
mean=.62. SDQ scores above the 90th centile predicted a substantially raised 
probability of independently diagnosed psychiatric disorders (Goodman, 2001).
Two-sided versions of the SDQ were used, which in addition to the 25 items on 
strengths and difficulties on the front of the page, also include an impact supplement 
on the back. These extended versions of the SDQ ask whether the respondent thinks 
the young person has a problem, and if so, enquire further about chronicity, distress, 
social impairment, and burden to others.
With the exception of the initial administration of the SDQ, follow-up versions were 
used thereafter. The follow-up version of the SDQ includes not only the 25 basic 
items and the impact question, but also two additional follow-up questions for use 
after an intervention. To increase the chance of detecting change, the follow-up 
versions of the SDQ ask about 'the last month', as opposed to 'the last six months or 
this school year', which is the reference period for the standard versions. Follow-up 
versions omit the question about the chronicity of problems.
4.3 Research protocol
Prior to starting the study, ethical approval was obtained from the Central Office for 
Research Ethics Committees, the Research and Development section of the NHS 
Trust in which the research took place, and the University of Surrey Ethics 
Committee^"*.
Ethical approval documents are located In appendices 3 and 4.
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4.3.1 Procedure^^
This research was conducted in the context a specialist trauma service providing 
intervention for children and adolescents who have experienced trauma. The 
treatment approach utilised in this service was EMDR^®.
An opt-in pack was given to the guardian of each child who was referred for trauma 
intervention. This comprised a letter explaining the research with an opt-in slip, a 
parent information sheet, an age appropriate child information sheet, a consent form 
to be completed by the parent and an assent form to be completed by the child^^. 
Initial responses to the CRIES were screened in order that only those children whose 
scores exceeded clinical significance were included in subsequent stages of the 
research.
The procedure comprised two protocols. Protocol 1 involved administration of the 4 
measures prior to treatment. The CRIES, LCS and PTCI were completed by the 
child, and the SDQ was completed by the child’s guardian. Protocol 2 involved the 
administration of the same 4 measures on joining wait list, pre-treatment, post­
treatment and at 6-week follow up^ ®. It was anticipated that only a very small number 
of people would complete treatment within the time constraints of the MRP, and so 
data derived from protocol 2 would inform exploratory case analyses.
4.4 Standards of research design
The methodology employed aimed to respond to shortcomings in previous 
methodologically flawed research. In so doing, the author adapted standards of
See appendix 5 for a table outlining the procedure and phases of the research.
See appendix 12 for EMDR protocol.
These documents are located in appendices 6-10.
Protocol 2 is more closely in line with the author’s concurrent research which aims to a) evaluate the 
effectiveness of EMDR and b) provide insight into the process by which EMDR achieves results in this 
client group. Despite this project being beyond the time constraints of this MRP, I have been keen to 
alert the academic community that this research is in process and as such presented preliminary 
findings of this research in poster form at the European Conference of Traumatic Stress in Croatia in 
June 2007. A PDF version of this poster is located in appendix 11.
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research design derived from Foa and Meadow’s ‘gold standards’ and Shapiro’s
(2001) standards, as well as incorporating the author’s own additions.
It should be noted that this research was conducted in the context of i) a time-limited 
Major Research Project (MRP) constituting an integral component of my Doctoral 
degree in Clinical Psychology, and ii) a resource pressured NHS CAMHS. In light of 
these constraints imposed upon this research, the author aimed to adhere as much 
as possible to the standards, details of which are presented below.
1) Clearly defined target symptoms: These were defined as those PT symptoms 
identified by the CRIES. Working within the practice parameters identified by 
Cohen et al., (1988), a formal diagnosis of PTSD was not necessary or 
appropriate given the limitations of diagnostic criteria for PSTD with children 
and adolescents detailed above. EBD were those identified by the SDQ.
2) Use of reliable and valid measures: The outcome measures employed in this 
study were selected to best address the research questions and had sound 
psychometric properties. The exception to this is the use of the amended 
version of the PTCI, which was subject to basic procedures of validity and 
reliability. Items of all measures were examined to ensure they did not overlap 
in terms of content across the scales.
3) Appropriate sample size: An appropriate sample size for detecting 
associations between variables was calculated to be 22.
4) Appropriate length of treatment offered: Those completing treatment received 
4-6 sessions of EMDR, each between 1 hour and 1.5 hours in duration. This is 
in line with the number and duration reported to be typical in the literature.
5) Inclusion o f follow-up data: Two participants provided 6 week follow-up case 
analysis data.
6) EMDR delivered by an appropriately trained clinician: The clinician providing 
EMDR was a consultant clinical psychologist trained in delivering EMDR to
193
Major Research Project
children and adolescents and has 12 years of experience using EMDR with 
this client group. The therapist trained in EMDR at the EMDR Institute, and 
indeed is a European trainer of other clinicians in using this approach with 
children and young people.
In addition, in further adhering to standards of methodological rigour, all measures 
were piloted with this client group, and the amended version of the PTCI was 
subjected to basic validity and reliability testing. Firstly, all measures were piloted on 
a sample of 6 children aged 8, 9, 10, 13(x2) and 14. The author administered or 
observed administration of this pilot version and requested verbal feedback from the 
participants and their parents as to the validity of the items in terms of both content 
and lexicon. Participants, their parents and experienced clinicians all deemed the 
measures, including the amended version of the PTCI, to be appropriate measures of 
PT symptoms, PT cognitions, LC, and EBD in clients aged 8-14 years. Secondly, in 
terms of the validity and reliability of the amended PTCI, in addition to piloting, a 
basic factor analysis was also conducted. The items of the amended version were 
presented separately to three clinical psychologists, who collectively had over 30 
years’ experience of working with children and adolescents who have experienced 
trauma. Each clinician was invited to place each item in one of three piles, with each 
pile relating to the one of the three factors identified in the original PTCI factor 
analysis (Foa, etal., 1999). Clinicians did this with 97% accuracy. Given the excellent 
reliability, validity and factor structure evident in the original adult version of the PTCI, 
and the limited yet appropriate variation from the original, it was decided that use of 
the amended version with participants in this study, while not without its limitations, 
would be a valid way in which to measure world view, view of the self and self-blame 
in the present sample. Further tests of validity, reliability of factor structure of this tool 
with the sample of 8-14 year-olds is beyond the scope of the current project.
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4.5 Power analysis
In order to detect associations between variables an a priori power analysis was 
performed to inform appropriate sample size. A Pearson’s correlation co-efficient 
would require a sample of 22 to yield results with a medium effect size (r=.3)^°, a=.05 
and (3=.8.
4.6 Statistical analyses
Data was analysed using version 14.0 of the Statistical Packages for the Social 
Sciences (SPSS)^\ All data was examined for accuracy of data entry, missing values 
and fit for the assumptions of parametric tests. As suggested by Field (2005), values 
of skewness and kurtosis were divided by their standard errors, providing a z-score^^. 
Z-scores exceeding 2.58 are deemed to be significant at the p<.01 level, which is an 
appropriate cut off for this sample size (Field, 2005).
All pre-treatment variables were normally distributed and met the assumptions for 
using parametric tests. The Pearson’s correlation coefficient was utilised to detect 
associations between continuous variables pre-treatment. A point-biseral correlation 
coefficient was used to determine whether there was an association between the 
dichotomous variables of type of trauma (type I and type II), parent as perpetrator, 
and parental involvement in the trauma and an increase in the continuous variables 
of PT symptoms, negative PT cognitions, LC and the EBD^^. A biseral correlation 
was used to determine the association between the continuous dichotomous variable 
of time since trauma and the continuous variables. In order to establish strength of
This was performed using the programme G*Power 3, Paul et a!., (In press).
^  Field (2005) suggests r=.1 as a small effect size, r=.3 as a medium effect size and r=.5 as a large 
effect size.
SPSS (Statistical Packages for the Social Sciences) 14.0 for Windows. Release 14.0. (2005). 
Chicago: SPSS Inc.
^  See appendix 13 for details of the skew and kurtosis of all the variables including their 
corresponding z-scores.
A one tailed point-biseral correlation was used with type of trauma, family member as perpetrator 
and family member involved in trauma since the direction of these correlations was predicted. A two 
tailed point-biseral correlation was used with time since trauma since this association was more 
exploratory.
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effects, a coefficient of determination was calculated {i^) to determine the amount of 
variability evident in one variable that is explained by the other.
In order to track a shift in cognitions over time, the non parametric Wilcoxon Signed 
Ranks test was employed to elicit change while on the waitlist. The rationale for using 
this test is twofold. Firstly, a number of variables constituting the waitlist data violated 
the assumption of normality since the z-scores obtained for skewness and kurtosis 
exceeded 2.0. Secondly, this test is particularly effective with small samples (Pett, 
1997).
4.7 Participant demographic data
Fifty clients were referred for the research. Three were excluded as they were not 
deemed to be experiencing PT symptoms at assessment, and 2 were incorrect 
referrals, leaving 45 participants who were invited to partake in the research. Twenty- 
six participants opted into the research, yielding a response rate of 58%.
The age ranged from 8-14, with a mean age of 11.15 years, and a standard deviation 
(SD) of 2.22. Participants were 50% (n=13) male and 50% female. Recent academic 
opinion states that the prevalence of PT symptoms in boys and girls is becoming 
more even (Dalgleish, 2006), suggesting the applicability of this sample to PTSD 
populations in general. Indeed, a binomial test shows no statistical difference 
between the gender divide of those presenting to the service for PTSD and the divide 
evident within the wider PTSD population (p=.401).
In terms of ethnicity, 84.6% (n=22) described themselves as White British, 3.8% 
(n=1) as White Irish, and the remaining 11.5% (n=3) declined to state. A non 
significant binomial test result (p=.315) suggests the ethnicity of the sample is 
reflective of the demographics of the population attending the centre.
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5. Results
Results are presented across the following domains: reliability of scales, trauma 
demographics, the role of cognitive appraisals in PT symptomatology, the role of 
features of the trauma in PT symptomatology, and exploration of cases analyses.
5.1 Reliability of scales
Cronbach’s alphas were calculated and demonstrated adequate levels of internal 
reliability of scales employed within this sample^'*.
5.2 Trauma demographics
Type I traumas accounted for 46% (n=12) of the sample, and 54% (n=14) were type
II. The time since trauma is presented in Table 1 below.
Table 1. Time since trauma
Time o f Trauma Frequency Percent
Ongoing 3 12
In the last 3 months 1 4
In the last 3-6 months 3 12
In the last 6 months to a year 6 24
In the last 18 months 2 8
In the last 18 months to 2 years 4 16
3 years ago 3 12
5 years ago 2 8
8 years ago 1 4
24 See appendix 14 for Cronbach alpha correlation calculations.
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At times an isolated trauma brought participants for treatment, yet more often the 
most recent trauma was in the context of a traumatic history (see Table 2). The 
nature of the traumas are presented in Table 3.
Table 2. Number of traumas
Num ber o f traumas Frequency Percent
1 9 41
2 6 27
4 2 9
More than 4 5 23
Table 3. Nature o f traumas
Nature of Trauma Frequency Percentage
Domestic violence 7 18
Sexual assault 6 15
Parent's illness 4 10
Sibling bereavement 3 8
Bullied at school 3 8
Parent separation 2 5
Parental affair 2 5
Adoption 1 3
Father in prison 1 3
Child choked while eating 3
Witnessed attempted murder of parent 1 3
Traumatic medical procedure 1 3
Sibling's illness 3
Child experienced being vomited on 1 3
Witnessed assault of parent 1 3
RTA 1 3
Family stalked by violent man 1 3
Treated badly by parent's partner 1 3
Witnessed attempted suicide of parent 1 3
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A family member was the perpetrator of the trauma in 30% of cases (n=7). A family 
member was involved in the trauma in 65% of the cases (n=15).
5.3 The role of cognitive appraisals in PT symptomatology.
Descriptive statistics relating to all four measures and their subscales pre-treatment
are presented in Table 4.
Table 4. Descriptive statistics of pre-treatment measures
Mean
Standard
Deviation Median Minimum Maximum N
CRIES 42.48 8.6 43 28 60 26
LCS 17.54 3.4 17.5 11 24 26
PTCI 11.17 2.54 10.58 8 16 26
PTCI Self 3.66 0.68 3.57 3 5 26
PTCI World 4.52 1.23 4.5 2 7 26
PTCI Self-blame 3.04 1.47 3 1 6 26
SDQ 20.27 5.6 20 10 31 26
SDQ Emotional 7 2.59 7.5 1 11 26
SDQ Conduct 3.62 2.42 3 1 9 26
SDQ Hyperactivity 6.23 2.12 6 2 10 26
SDQ Peer 3.42 2.08 3 0 8 26
SDQ PS 7.58 2.22 8 2 10 26
A one-tailed Pearson’s correlation coefficient found PT cognitions to be significantly 
positively correlated with PT symptoms and general emotional and behavioural 
difficulties (EBD). In terms of subscales, negative cognitions about the self were 
correlated with peer relationship problems. Negative view of the world was correlated 
with PT symptoms, emotional problems and general EMD. Self-blame was correlated 
with PT symptoms. LC was significantly associated with conduct problems and EBD. 
Its association with hyperactivity/inattention approached significance (see Table 5).
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svmotomatoloav ore-treatment
P Value r
Explained
Variance
PTCI total CRIES .006 .481 23.13%
SDQ total .042 .345 11.90%
Negative view of self Peer relationship problems .026 .385 14.82%
Negative view of the world CRIES .03 .373 13.91%
Emotional problems .013 .435 18.92%
SDQ total .003 .518 26.83%
Self-blame CRIES .014 .433 18.75%
LC Conduct problems .02 .399 15.92%
SDQ total .01 .447 19.98%
Hyperactivity/inattention* .068 .295 8.70%
*This finding approached significance
5.4 The role of features of the trauma in P I symptomatology
5.4.1 Type of trauma
As depicted in Table 6, type II traumas were significantly correlated with increased 
SDQ scores. Type II traumas were associated with increased LC scores, and this 
finding approached statistical significance.
Table 6. Statistically significant (p<.05) correlations between type of trauma and SDQ
and Locus of Control.
N Mean SD P Value fpb
Explained
Variance
SDQ
Typel 11 18.82 5.06 .356 12.67%
Type II 12 22.67
.U 4o
5.47
LOS
Type 1 11 17 3.32
.337 11.36%
Type II 12 19.67
.058
4.36
"This finding approached significance
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5.4.2 Time since trauma
The time since the trauma was transformed into the dichotomous variable of less 
than 18 months ago and more than 18 months ago^^. The time since trauma 
accounts for 28% of the variability in emotional problems. The association between 
time since trauma and PT symptoms and EBD approached significance and despite 
medium effect sizes, accounted for very little variance in scores (see Table 7).
Table 7. Statisticallv significant (o<.05) correlations between time since trauma and
emotional problems and EBD.
N Mean SD P Value rob ft
Explained
Variance
Emotional problems
Trauma < 1 8  months 16 8.06 1.806 .038 -.42 -.53 28%
Trauma > 1 8  months 9 6.2 2.3
CRIES
Trauma < 18 months 16 44.38 9.11 .076* .30 .38 14.4%
Trauma > 18 months 9 39 7.842
SDQ
Trauma < 18 months 16 21.75 5.16 .092* .27 .35 12.3%
Trauma > 1 8  months 9 18.78 5.31
Negative v iew  of the world
Trauma < 18 months 16 4.9 1.2 .077* -.30 -.38 9.6%
Trauma > 1 8  months 9 4.21 0.72
"This finding approaches significance
5.4.3 Familv member as perpetrator of the trauma
Table 8 demonstrates how a having a family member as the perpetrator of the 
trauma was significantly correlated with negative view of the world and that having a 
family member as perpetrator was significantly correlated with 
hyperactivity/inattention.
The rationale for splitting the time frames into before and after 18 months was based on the fact that 
this time period split the sample fairly equally. A greater sample size would provide scope to split the 
time frames differently, for example ongoing trauma versus completed trauma.
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Table 8. Statisticallv significant (p<.05) correlations between familv member as
XI----- C---------------------------------- --
N Mean SD P Value r b^
Explained
Variance
Negative view  o f the world
Family member perpetrator 6 5.4 l - ? 4  n q c  c n q 15.44%
Family member not perpetrator 16 4.41
.UOO .0 ^ 0
1.03
Hyperactivity/inattention
Family member perpetrator 6 7.57 1 62 r\AO n c o 13.54%
Family member not perpetrator 16 6.06
.U 4 Z  .OOO
1.91
5.4.4 Familv member involved in the trauma
Not having a family member involved in the trauma was significantly correlated with 
negative view of the self and peer relationship problems. (See Table 9.)
involvement and neaative view of the self and oeer relationshio oroblems.
N
Explained
Mean SD P Value r ^ b  Variance
Negative v iew  of the self
Family member involved 15 3.34 0.46 A C O  Of) n p o /
Family member not involved 8
. U  lO  . 4 U O  /O
3.96 0.8
Peer relationship problems
Family member involved 15 2 . 8  1 - 9  o c *  o c r - l  . lO  0 0 0 /
Family member not involved 8
.UO . 0 3  1 iZ .O Z/o
4.25 1.99
"This finding approaches significance
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5.5 Exploration of case analyses
5.5.1 Change over waitlist period
A Wilcoxon Signed Ranks test was used to ascertain whether there was a statistically 
significant difference between scores obtained on joining waitlist and those obtained 
immediately prior to treatment. Of those 8 participants who completed both waitlist 
data and pre-treatment data, a Wilcoxon Signed Ranks test shows there to be no 
statistically significant difference in PT symptoms, PT cognitions, LC, or EBD while 
participants were on the wait list. (See Table 10). This suggests neither a clinically or 
statistically significant improvement was observed merely as a result of the passage 
of time and/or in the absence of intervention.
Table 10. Wilcoxon signed ranks test for all measures during waitlist period.
Mean SD Minimum Maximum
P
value
CRIES
Waitlist 37.38 11.17 21 51
Pre-treatment 37.38 6.76 28 45 0.73
LCS
Waitlist 15.88 5.46 6 23
Pre-treatment 18.13 3.76 13 24 0.34
PTCI
Waitlist 9.26 3.37 4 14
Pre-treatment 10.87 1.83 9 15 0.68
SDQ
Waitlist 17.57 6.63 5 23
Pre-treatment 19 2.51 15 23 0.73
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5.5.2 Exploration of two cases that completed treatment
Two participants completed treatment at the time of writing. A brief vignette of each 
case is presented below. Features of the trauma experienced by these participants 
are presented in Table 11.
Table 11. Pertinent demographic features of the trauma for cases completing post-
treatment and follow-up data.
Case 1 Case 2
Type of trauma Type II Type I
Time since trauma In the last 3 months 6 months to a year ago 
Parent perpetrator Yes No
Parent involvement No Yes
Case 1
This 12-year-old girl was referred after a sexual assault. She had woken to find her 
step-father taking photos of her as she slept, having removed her clothes while she 
was sleeping. She had received no prior therapy, was receiving no concurrent 
therapy and did not have a co-morbid diagnosis. She received 6 sessions of EMDR.
Case 2
This 10-year-old girl was referred having witnessed her pregnant mother’s waters 
break. This was in the context of serious parental illness in the year leading up to the 
event. EMDR was the only treatment she was receiving, and she had no co-morbid 
diagnoses. She received 4 sessions of EMDR.
Data pertaining to the cognitions displayed by these participants pre-treatment, post­
treatment and at 6-week follow-up are presented. Scores relating to the CRIES, 
Locus of Control Scale, SDQ scores, as well as the PTCI, at these time points are 
located in appendix 16.
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5.5.2.1 PTC! Total (see Graph 1)
Both cases demonstrated a decrease in negative PT cognitions following treatment. 
Case 1 did not demonstrate a high level of negative PT cognitions prior to treatment 
and a dramatic decrease is thus not to be expected. This said, her scores did show 
some improvement and fell within similar limits to case 2, and these improvements 
were maintained at 6-week follow-up. Case 2 demonstrated a considerable decrease 
in PT cognitions and gains were maintained at follow-up.
Graph 1. PTCI total scores across 
treatment
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Examination of the factor scores of the PTCI provided further insight into the 
particular cognitions to shift.
For case 1 (see Graph 2) the shift was evident in her view of the self. Negative view 
of the world did not appear to change. Negative cognitions relating to self-blame 
prior to treatment were not evident, and this remained stable post-treatment and at 
follow-up.
Graph 2. PTCI factor scores for case 1 across treatment
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For case 2 a dramatic decrease in PT cognitions relating to her view of the self, the 
world and self-blame was evident post-treatment. These gains were maintained at 
follow-up (see Graph 3).
Graph 3. PTCI factor scores for case 2 across treatment
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5.6 The role of cognitions post-treatment for two cases
Those cognitions showing a clinically significant improvement following EMDR are 
presented in Table 12. For case 1, the elements of change maintained at follow-up 
related to view of the self. In case 2, change was noted across all PT cognitions. 
These gains were maintained at follow-up.
Table 12. Cognitions demonstrating a clinicallv significant improvement following
EMDR
Case 1 Case 2
Post 6 weeks Post 6 weeks
PT Cognitions View of the self
Yes Yes Yes Yes
View of the world
No No Yes Yes
Self-blame
N/A N/A Yes Yes
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6. Summary of results
Results are summarised in terms of the role of cognitive appraisals, features of the 
trauma, and the role of cognitions post-treatment for 2 cases.
6.1 Role of cognitive appraisals
The total PTCI score and its factors of view of the world and self-blame were 
positively correlated with PT symptomatology in children and adolescents as 
measured by the CRIES.
In terms of specific cognitions, the following significant correlations were noted:
• Negative view of the self and peer relationship problems;
• Negative view of the world and PT symptoms, emotional problems and EBD;
• Self-blame and PT symptoms;
• LC and conduct problems and EBD.
6.2 Role of features of the trauma
The following significant correlations were noted between features of the trauma and 
PT symptomatology:
• Type II traumas and increased EBD;
• Time since trauma and increased emotional problems;
• Family member as perpetrator and increased negative view of the world and 
increased hyperactivity/inattention;
• Family member involved in trauma and decreased negative view of the self.
6.3 Role of cognitions post-treatment for two cases
Common cognitions to improve among the two participants were:
• View of the self;
• Self-blame (if present prior to treatment).
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7. Discussion
This section comprises discussion of the extent to which each of the hypotheses 
were addressed and upheld by this study, the strengths and limitations of the study, 
and ends with clinical implications and direction for further research.
Hypothesis 1. Upheld.
Negative PT cognitive appraisals will be associated with PT symptoms in 
children and adolescents.
This study highlights which specific cognitive appraisals are linked with PT symptoms 
in this client group, namely: negative view of the world and self-blame. In so doing, 
this research makes a novel contribution to the literature in noting that the application 
of Foa, Tolin et a/.’s (1999) cognitive model of PTSD in adults to cognitive appraisals 
in children and adolescents following trauma seems valid for the most part.
The exception to this is that negative view of the self was not found to be related to 
PT symptoms as defined by the CRIES. Two ways in which this finding can be 
accounted for emerge. Firstly, negative view of the self was associated with peer 
relationship problems, which suggests its pertinence to PT symptomatology if the 
definition of PT symptoms is extended beyond that which is captured by the DSM- 
based CRIES to include difficulties relating to others. Difference in relating to others 
is noted in the literature as being indicative of PT responses in children and 
adolescents (e.g. Cook Cottone, 2004; Scheeringa & Zeanah, 1995).
Secondly, perhaps this subscale of the PTCI is less applicable to children and 
adolescents. Ability to self-reflect and truly consider one’s view of oneself is a 
sophisticated skill, and perhaps developmentally beyond the age range of the 
children included in this study.
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Hypothesis 2. Upheld.
LC will be associated with PT symptoms in children and adolescents.
Although no correlation was noted between LC and CRIES scores, a significant 
correlation between LC and EBD and conduct problems was observed and its 
association with hyperactivity/inattention approached significance. This supports the 
notion that PT symptomatology in children and adolescents extends beyond those 
captured by the DSM-based CRIES, and in so doing, concurs with previous literature 
which suggests a link between external LC and PT symptoms in adolescents (March 
et al., 1997). This finding makes a distinct contribution to the literature by suggesting 
its application with pre-adolescent children.
Hypothesis 3. Partly upheld.
Type II traumas, parent as perpetrator and parent involvement in the trauma 
will be positively correlated with increased PT symptoms, negative PT 
cognitions, and a more external LC. Time since the trauma will be associated 
with these variables also although no prediction as to the direction of this 
association was made.
The type of the trauma as defined by Terr (1991) was significantly linked with 
increased SDQ scores, implying an association between type II traumas and EBD. 
However, while this was a significant finding with medium effect size, type of trauma 
accounted for only 12% of the variance in SDQ scores, suggesting other unidentified 
variables accounted for the majority of variance. This association provides some 
support for Terr’s distinction between PT responses for type I and type II traumas. It 
is counter intuitive that type of trauma was not correlated with CRIES or PTCI scores.
Time since trauma accounted for almost a third of the variance in emotional 
problems, yet only between 9-14% of the variance in CRIES, SDQ and negative view 
of the world scores. Due to the naturalistic context of the research, it is not known 
what other factors might have impacted upon the individuals during this time period.
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The transformation of this categorical data into the dichotomous variable of whether 
or not the trauma occurred within the last 18 months is problematic. Firstly, although 
the data was fairly bimodal in its distribution between whether the trauma occurred 
sooner or later than 18 months ago, this was largely an arbitrary split. Secondly, 
collecting the time since trauma data in a categorical form hindered scope for 
analysis.
Having a parent figure as the person responsible for the trauma was significantly 
linked with hyperactivity/inattention, and negative view of the world. Hyperactivity has 
been identified as a particular manifestation of PT symptoms in children, which is not 
included in current DSM diagnoses (Cook-Cottone, 2004). It is likely that this reflects 
the need to be hypervigilant to potential threat and the disinhibited startle response 
known to exist among child sufferers of PT stress (Lubit et al., 2003). Given the 
attachment literature relating to the impact of the violation of a secure base (Holmes, 
2001), it is not surprising to learn that those participants whose terrifying experience 
occurred at the hands of a trusted key attachment figure became hypervigilant to 
their surroundings and untrusting of the world, since previously safe surroundings 
and individuals had become hostile and intimidating. These results support the 
prevailing view that should the perpetrator of the trauma also be a parent, the child is 
more likely to experience distress (Dominguez, et al., 2001).
Results did not indicate a link between parent as perpetrator of the trauma and PT 
symptoms, PT cognitions, or EBD. Furthermore, despite reaching significance and 
yielding a medium effect size, a family member as perpetrator of the trauma 
accounted for only a limited amount of the variance in negative view of the world and 
hyperactivity/inattention scores (13-15%).
Having a family member involved in the trauma was significantly associated with 
decreased scores relating to negative view of the self. This finding was significant, of
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large effect size, and accounted for 21% of the variance. This correlation may at least 
in part be understood by a sense of shared involvement in the traumatic event 
serving as a protective factor against violations of self-esteem that might be apparent 
following traumas experienced by the individual in isolation from others.
Other undefined factors accounted for the majority of the variance however. The 
development of a shared language between child and parent in which to construe 
and understand the trauma might be one such factor. The nature of this dialogue 
may have an inoculating or sensitising effect upon the young individual, depending 
upon the extent to which the parent consciously or unconsciously takes account of 
the effect of their responses to the event. As alluded to above, the questionable 
validity of the view of the self subscale may undermine its association with parental 
involvement in the trauma.
A finding on the verge of significance links parental involvement with difficulties in 
peer relationships. Perhaps parental involvement in the trauma is associated at a 
conscious and/or unconscious level with mistrust of others to provide safety in times 
of threat, and peer relationship problems are one measure of difficulties in 
relationships post-trauma. However, if this was to hold true, it would also be expected 
that difficulties in other aspects of emotions and behaviours would be evident, and 
this was not observed.
Parental involvement was not linked to PT symptoms, which contradicts previous 
research (Kaplan, 2002). Similarly parental involvement was not associated with PT 
cognitions or LC, which is counter intuitive.
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Hypothesis 4. Neither upheld nor rejected.
Exploratory case analyses may enhance understanding of the role of cognitive 
appraisals in children and adolescents who have completed treatment.
The fact that no statistically significant shift was noted in cognitions over the waitlist 
period suggests that cognitions do not appear to alter over the passage of time and 
in the absence of treatment. Tracking the cognitions of two cases post-treatment and 
at 6 week follow-up demonstrated that the cognitions noted to undergo a clinically 
significant decrease following treatment were negative view of the self and (if present 
in the first place), self-blame. Negative view of the world and locus of control 
decreased for one of the two participants. This suggests that exploratory case 
analysis can enhance to a very small degree our understanding of the role of 
cognitive appraisals in children and adolescents who have completed treatment. A 
more significant insight into the role of cognitive appraisals over treatment would 
require a much larger sample. Until this is addressed, the inclusion of only two case 
studies means that this hypothesis is neither upheld nor rejected since claims are too 
tentative at this stage.
7.1 Strengths and limitations
This research has a number of strengths and limitations. In terms of its strengths, 
firstly, the ability to conduct this research in the context of a hectic NHS setting and 
numerous competing demands is a clear strength of the research, and as such 
demonstrates the reality of pursuing methodological rigour ‘on the ground’. The 
second strength lies in the naturalistic design of this study, which was implemented in 
a typical CAMHS setting and incorporated minimal exclusion criteria. This design 
allowed for generation of practice-based evidence and provides a meaningful 
contribution to the literature. Finally, the sample of 26 used to generate results 
surrounding correlations between PT cognitions and PT symptoms, LC and EBD had 
significant power to yield findings with statistical significance and medium effect 
sizes, thus these findings can be generalised with a certain degree of confidence.
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The limitations of this study pertain to the use of reliable and valid measures and 
stratified sampling with treatment delivered by at least two therapists.
The use of reliable and valid measures was partly achieved. The adult version of the 
PTCI was adapted for the purpose of this study and was subjected to basic tests of 
validity and reliability with this population. More rigorous testing is needed before firm 
claims as to the validity and reliability of this adapted version can be made, although 
the development of a new measure of PT cognitions was beyond the scope of this 
thesis. That said however, all measures were subjected to reliability testing within this 
specific sample and Cronbach’s alphas deemed all scales to be reliable measures for 
this population.
Stratified sampling with the treatment delivered by at least two therapists was not 
achieved. This limits the generalisation of the case study findings since it is 
impossible to differentiate the effects of the therapist from effects of the therapy.
7.2 Clinical implications and directions for further research
Five main findings emerge from this research. Their clinical and research implications 
are highlighted in turn.
1) The application of Foa, Tolin et a/’s (1993) adult model of PT cognitions to 
children and adolescents is supported in terms of view of the world and self­
blame, but not in terms of negative view of the self.
This finding represents a novel contribution to the literature. Implications are 
threefold. Firstly, greater understanding of the key cognitions underlying development 
and maintenance of PT symptoms provides direction for trauma-focused 
psychological intervention. Research aiming to evaluate the effectiveness of 
interventions which target these cognitions would provide further empirical support
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for their role in underpinning PT symptomatology. Secondly, correlation does not 
equate to causality. Research can build upon these associations under other test 
conditions to provide greater insight into the predictive power of the variables. 
Thirdly, in the absence of tools measuring PT cognitions in children and adolescents, 
the PTCI was adapted for the purpose of this study. Research is needed to further 
establish the validity of sub-scales of the PTCI within this population, with particular 
reference to the sub-scale of negative view of the self. Development of one such tool 
is underway (Dalgleish, 2006). Researchers and clinicians should remain aware of its 
development and the extent to which its factors hold true to those identified to have 
validity in this study.
2) LC was associated with EBD
Clinicians should consider using interventions which evoke a shift from external to 
internal LC, and EMDR may be one such intervention. Further research with an 
increased sample size or qualitative design may provide support to the claims that a) 
LC is linked to PT symptoms in children as well as adolescents and b) EMDR may be 
effective in evoking a shift from external to internal LC. Furthermore, statistical 
analyses utilising tests aimed at eliciting difference rather than association would 
provide firmer conclusions than generated by correlation coefficients.
3) A number of variables were not correlated with PT symptoms as defined by 
the DSM-based CRIES but were related to EBD as defined by the SDQ.
Acknowledging the limitations of DSM-based measures of PTSD in this client group 
concurs with existing literature (e.g. Cook-Cottone, 2004). Suggesting that the SDQ 
might be a sensitive tool in detecting PT responses is a novel contribution. Clinicians 
have a responsibility to be actively aware of the limitations of their assessment 
measures within their client group and need to exercise caution so as not to 
misdiagnose or overlook PT presentations. Research aimed at generating tools
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which take consideration of developmentally specific PT reactions would contribute 
significantly to this issue.
4) Demographic features of the trauma were associated with some PT 
symptomatology.
No research to date has addressed the role of demographic features of the trauma 
beyond DSM-based PTSD symptoms. Noting the effect of demographic variables of 
the trauma on other manifestations of PT stress in children and adolescents is thus a 
distinct contribution to the literature.
In terms of type of trauma, it is counter intuitive that this variable was not correlated 
with CRIES or PTCI scores. Research with a larger sample may provide clarification.
The finding that a trauma occurring more than 18 months ago was linked to 
increased PT symptomatology has clinical implications as it suggests the need for 
early recognition of PT responses among this client group coupled with timely 
delivery of treatment. This supports the prevailing view that early intervention among 
this client group is paramount (e.g. Silva et al., 2004). Research employing a 
continuous scale of measuring time since trauma would inform guidelines as to the 
optimal time period in which to implement PT interventions to prevent further decline 
in functioning. This would provide direction for best practice with regards to waitlist 
management.
The nature of the responses exhibited by parents of children in this study is not 
known. Research exploring the nature of parental response to the trauma may 
provide insight into associations between the nature of parental response, parental 
involvement in the trauma and PT cognitions and symptoms. Furthermore, research 
addressing the role of attachment styles in trauma presentations among children and 
adolescents would represent an important contribution to the literature.
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Research which addresses the distinct symptomatology of clients whose traumas are 
the result of a parent figure would inform clinical intervention for this subgroup.
Exploring these demographic variables within the context of a larger sample, 
alternative statistical analyses appropriate for a larger sample, and/or a qualitative 
design would yield results with firmer conclusions. Similarly, research which 
identifies and/or controls for other factors accounting for variance in scores would 
provide a much needed addition to the literature.
5) Treatment which focuses on cognitive appraisals of negative view of the 
world, self, and self-blame, may achieve positive outcomes.
Data was derived from tracking the cognitions and PT symptomatology in two case 
studies over the duration of an EMDR intervention. This study also included a waitlist 
comparison in order to determine whether a shift in cognitions occurred over time 
and in the absence of treatment. The fact that a statistically significant shift was not 
detected over this waitlist period, coupled with preliminary exploration of two cases 
that completed treatment allows for tentative suggestions as to the potentially 
promising role of EMDR in treating children and adolescents who have experienced 
trauma. This has a number of clinical and research implications.
Firstly, there is a need to determine with a larger sample size the effectiveness of 
EMDR in treating children and adolescents who have experienced trauma, utilising a 
controlled and follow-up design in order to address previously methodologically 
flawed research into this area (Shapiro, 2001). Secondly, there is a need to 
determine the relative effectiveness of trauma focused interventions for this client 
group, namely CBT and EMDR, since they are most dominant in the literature. 
Similarly, a sample which included participants from socially and culturally diverse 
backgrounds would make for greater generalisation of findings.
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Thirdly, further research should aim to determine how far changes in cognitive 
appraisals alter with EMDR and how far these same changes would be observed 
with other trauma focused interventions, such as CBT. Perhaps both interventions 
would yield sub-clinical symtpomatology, yet the particular profile of appraisals may 
differ depending on the treatment received. Research which aimed to highlight a) the 
process of change during treatment and b) how this process of change differs 
depending on the treatment provided would have important clinical implications. For 
example, if certain cognitive appraisal profiles were linked with better outcomes, such 
people could be offered the treatment most closely linked with their appraisal style. 
Furthermore, qualitative research would provide insight into clients’ subjective 
experiences of change.
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8. Conclusions
1. This study supports the application of most of the aspects of Foa, Tolin, et a/’s 
(1999) adult model of cognitive appraisals to children and adolescents post­
trauma. That is to say, negative view of the world and self-blame were 
associated with increased PT symptoms.
2. Trauma-focused interventions for young people need to focus on these 
cognitions.
3. Some features of the trauma were associated with increased symptomatology.
4. There is a need for further research to support or deny the tentative findings 
emerging from this investigation regarding the process of change in children 
and adolescents who are in receipt of trauma focused intervention.
5. This study supports the need to conceptualise post traumatic symptoms 
outside the constraints of DSM definitions of post traumatic responses in 
children and adolescents.
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Appendix 1. Outcome measures and demographic questionnaire
Revised Children’s Impact of Events Scale (CRIES-13)
ID Number: _________
Below is a  list of com m ents m ade be people after stressful life events. P lease tick each item  
showing how frequently these com m ents w ere true for you d u rin g  th e  p a s t s e v e n  days . If 
they did not occur during that tim e please tick the ‘not a t all' box.
Not at all Rarely Sometimes Often
1. Do you think about it even when you don’t 
mean to?
2. Do you try to remove it from your memory?
3. Do you have difficulties paying attention or 
concentrating?
4. Do you have waves of strong feelings about 
it?
5. Do you startle more easily or feel more 
nervous than you did before it happened?
6. Do you stay away from reminders of it? (e.g. 
places or situations)
7. Do you try not to talk about it?
8. Do pictures about it pop into your mind?
9. Do other things keep making you think about 
it?
10. Do you try not to think about it?
11. Do you get easily irritable?
12. Are you alert and watchful even when there 
is no obvious need to be?
13. Do you have sleep problems?
2 3 4
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Post-traumatic Cognitions Inventory (PTCI)
PTCI 313
Appendix A 
Posttraumatic Cognitions Inventory (PTCI)
ID: ________________________________  IN IT IA L S:_________________________________ D A T E :_________________________________
W e are interested in  the kind o f  thoughts which you may have had after a  traumatic experience. Below are a  num ber o f statements that may or may not 
be representative o f  your thinking.
Please read each statement carefully and tell us how much you AGREE or DISAGREE with each statement.
People react to traumatic events in many difterent ways. There are no right o r  wrong answers to these statements.
1 Totally disagree
2  Disagree very much
3 Disagree slightly
4  Neutral
5 Agree slightly
6 Agree very much 
1 Totally agree
1. The event happened because o f  the way I acted.
2. I ca n 't trust that I  w ill do the right thing.
3 . 1 am  a weak person.
4 . 1 will not be able to control my anger and will do something terrible.
5 . 1 ca n 't deal with even the slightest upset.
6 . 1 used to  be a  happy person but now I am  always miserable.
7. People can 't be trusted.
8. I have to be on guard all the time.
9. I feel dead inside.
10. You can never know who will harm you.
1 1 .1 have to  be especially careful because you never know what can happen next.
1 2 .1 am  inadequate.
1 3 .1 will not be able to  control my emotions» and something terrible will happen.
14. I f  I think about the event, I w ill not be able to  handle i t
15. The event happened to  me because o f  the sort o f person 1 am.
16. M y reactions since the event mean that I  am going crazy.
1 7 .1 will never be able to feel normal emotions again.
18. The world is a  dangerous place.
19. Somebody else would have stopped the event from happening.
2 0 .1 have permanently changed for the worse.
2 1 .1 feel like an object, not like a  person.
22. Somebody else would not have gotten into this situation.
23. I can’t rely on other people.
24. 1 feel isolated and set apart from others.
2 5 .1 have no future.
2 6 .1 ca n 't stop bad things from happening to  me.
27. People are not what they seem.
28. M y life has been destroyed by the trauma.
29. There is something wrong with m e as a  person.
30. My reactions since the event show that I am  a lousy coper.
31. There is something about me that m ade the event happen.
3 2 .1 will not be able to  tolerate my thoughts about the event, and I  will fall apart.
3 3 .1 fee! like I don’t know m yself anymore.
34. You never know when something terrible will happen.
3 5 .1 can’t rely on myself.
36. Nothing good can happen to me anymore.
(Appendixes contvtue)
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Locus of Control Scale for Children (LCS)
Please tick either YES or NO to each of the questions below.
YES NO
1. Do you believe that most problems will solve themselves if 
you ignore them or don’t try to solve them?
2. Do you believe that you can stop yourself from catching a 
cold?
3. Are some kids just born lucky?
4. Most of the time do you feel that getting good marks at 
school mean a great deal to you?
5. Are you often blamed for things that just aren’t your fault?
6. Do you believe that if someone studies hard that he or she 
can pass any subject at school?
7. Do you feel that most of the time it doesn’t pay to try hard 
because things never turn out right anyway?
8. Do you feel that if things start out well in the morning that it is 
going to be a good day no matter what you do?
9. Do you feel that most of the time parents listen to what their 
children have to say?
10. Do you believe that wishing can make good things happen?
11. When you get punished does it usually seem it’s for no good 
reason at all?
12. Most of the time do you find it hard to change a friend’s 
mind?
13. Do you think that cheering on a team helps them win more 
than luck?
14. Do you feel it’s nearly impossible to change your parent’s 
mind about anything?
15. Do you believe that your parents should allow you to make 
most of your own decisions?
16. Do you feel that when you do something wrong there’s very 
little you can do to make it right?
17. Do you feel that most children are born good at sports?
18. Are most of the other people your age stronger than you 
are?
19. Do you feel that one of the best ways to handle most 
problems is just not to think about them?
20. Do you feel you have a lot of choice in deciding who your 
friends are?
21. If you find a four leaf clover do you believe it will bring you 
good luck?
22. Do you often feel that whether you do your homework has 
much to do with what kind of marks you get at school?
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23. Do you feel that when someone your age decides to hit you, 
there’s little you can do to stop him or her?
24. Have you ever had a good luck charm?
25. Do you believe that whether or not people like you depends 
on how you act?
26. Will your parents usually help you if you ask them to?
27. Have you felt that when people were mean to you it was 
usually for no reason at all?
28. Most of the time, do you feel that what you do today can 
change what might happen tomorrow?
29. Do you believe that when bad things are going to happen 
they just are going to happen no matter what you try to do to 
stop them?
30. Do you think that children can get their own way if they just 
keep trying?
31. Most of the time do you find it useless to try to get your own 
way at home?
32. Do you feel that when good things happen they happen 
because of hard work?
33. Do you feel that when somebody your age wants to be your 
enemy there is little you can do to change it?
34. Do you feel that it’s easy to get friends to do what you want 
them to?
35. Do you usually feel that you have little to say about what you 
get to eat at home?
36. Do you feel that when someone doesn’t like you there’s little 
you can do about it?
37. Do you usually feel that it’s almost useless to try in school 
because most other children are just cleverer then you are?
38. Are you the kind of person who believes that planning ahead 
makes things turn out better?
39. Most of the time, do you feel that you have little to say about 
what your family decides to do?
40. Do you think it’s better to be clever than to be lucky?
Thank you for your co-operation.
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Strengths and Difficulties Questionnaire p  4-16
For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you answered all items as 
best you can even if you are not absolutely certain or the item seems daft! Please give your answers on the basis of the child’s 
behaviour over the last six months.
Child's Name. Male/Female
Date ofBirth......................................................
Not
True
Somewhat
True
Certainly
True
Considerate of other people's feelings □ □ □
Restless, overaetive, cannot stay still for long □ □ □
Often complains of headaches, stomach-aches or sickness □ □ □
Shares readily with other children (treats, toys, pencils etc.) □ □ □
Often has temper tantrums or hot tempers □ □ □
Rather solitary, tends to play alone □ □ □
Generally obedient, usually does what adults request □ □ □
Many worries, often seems worried □ □ □
Helpful if someone is hurt, upset or feeling ill □ □ □
Constantly fidgeting or squitming . □ □ □
Has at least one good friend □ □ □
Often fights with other children or bullies them □ □ □
Often unhappy, down-hearted or tearful □ □ □
Generally liked by other children □ □ □
Easily distracted, concentration wanders □ □ □
Nervous or clingy in new situations, easily loses confidence □ □ □
Kind to younger children □ □ □
Often lies or cheats □ □ □
Picked on or bullied by other children □ □ □
Often volunteers to help others (parents, teachers, other children) □ □ □
Thinks things out before acting □ □ □
Steals from home, school or elsewhere □ □ □
Gets on better with adults than with other children □ □ □
Many fears, easily scared □ □ □
Sees tasks through to the end, good attention span □ □ o
Do you have any other comments or concerns?
Please turn over - there are a few more questions on the other side
2 3 8
Overall, dû you think that your child has difficulties in one or more of the following areas: 
emotions, concentration, behaviour or being able to get on with other people?
Yes- Yes- Yes-
minor definite severe
No difficulties difficulties difficulties
□ □ □ □
If you have answered "Yes", please answer the following questions about these difficulties:
•  How long have these difficulties been present?
Less than 1-5 6-12 Over
a month months months a year
□ □ □ □
•  Do the difficulties upset or distress your child?
Not Only a Quite A great
at all little a lot deal
□ □ □ □
•  Do the difficulties interfere with your child's everyday life in the following areas?
Not Only a Quite A great
at all little a lot deal
HOME LIFE □ □ □ □
FRIENDSHIPS □ □ □ □
CLASSROOM LEARNING □ □ □ □
LEISURE ACTIVITIES [ ] □ □ □
•  Do the difficulties put a burden on you or the family as a whole?
Not Only a Quite A great
at all little a lot deal
□ □ □ □
Signature. Date,
Mother/Fathcr/Other (please specify:)
Thank you very much for your help CRob«n Goodman.:
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Demographic Questionnaire
PART ONE
It is helpful to glean some background information about your child. Please complete 
the questions below.
Child’s Name:
Child’s Date of Birth;
Sex: Male Female
Ethnic background:
How would you describe your child’s ethnicity? (Please tick)
White
□ White British
□ White Irish
□ Any other White 
background
Black or British Black
□ Back Caribbean
□ Black African
□ Any other Black 
background
Mixed
□ White and Black Caribbean
□ White and Black African
□ White and Asian
□ Any other mixed background
Asian or Asian British
□ Indian
□ Pakistani
□ Bangladeshi
□ I prefer not to state
Other
□ Chinese
□ Any other ethnic group
□ Any other Asian background
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PART TWO
It is important to gain an understanding of the nature of the trauma and when it 
occurred. Sometimes people are referred for more than one traumatic experience. If 
this is the case please provide information relating to each trauma.
Has your child been referred having experienced one trauma or more than 
one? If more than one please specify how many.............................................
Please outline briefly the nature of the trauma(s). You might want to include 
information about what happened and who was involved.
When did the trauma(s) occur? Please give date(s).
Thank you for taking the time to complete this questionnaire
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Appendix 2. Amended PTCI.
Amended items highlighted
1. The event happened because of the way I acted
2. I can’t trust that I’ll do the right thing
3. I am a weak person
4. I will not be able to control my anger and I will do something terrible
5. I can’t deal with even the slightest upset
6. I used to be a happy person but now I am always miserable unhappy
7. People can’t be trusted
8. I have to be on guard all the time
9. I feel dead inside
10. You can never know who will harm you
11.1 have to be especially careful because you never know what can happen next
12.1 am inadequate. I am not good enough.
13.1 will not be able to control my emotions feelings, and something terrible will 
happen.
14. If I think about the event, I will not be able to handleTt cope with it.
15. The event happened because of the sort of person I am.
16. My reactions since the event mean that I am going crazy mad.
17.1 will never be able to feel normal emotions have normal feelings again.
18. The world is a dangerous place
19.Somebody else would have-stopped the event from happening. If it was 
someone else, they would have stopped it happening.
20.1 have permanently changed for the worse
21.1 feel like an object, not a person
22. Somebody else would not have got into this situation
23.1 can’t rely on other people
24.1 feel isolated-and set apart from other-Sr I feel alone and separated from other 
people
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25.1 have no future
26.1 can’t stop bad things from happening to me
27. People are not what they seem
28. My life has been destroyed by the trauma
29. There is something wrong with me as a person
30. My reactions since the event show that I am a lousy poor coper
31. There is something about me that made the event happen
32.1 will not be able to tolerate cope with my thoughts about the event, and I will 
fall apart
33.1 feel like I don’t know myself anymore
34. You never know when something terrible might happen
35.1 can’t rely on myself
36. Nothing good can happen to me anymore
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Post-traumatic Cognitions Inventory (Amended version)
We are interested in the kind of thoughts which you may have had after a traumatic 
experience. On the next page are a number of statements that may or may not be 
representative of your thinking.
Please read each statement carefully and tell us how much you AGREE or 
DISAGREE by putting a number next to each statement. People react to traumatic 
events in many different ways. There are no right or wrong answers to these 
statements.
1 = TOTALLY DISAGREE
2 = DISAGREE VERY MUCH
3 = DISAGREE SLIGHTLY
4 = NEUTRAL
5 = AGREE SLIGHTLY
6 = AGREE VERY MUCH
7 = TOTALLY AGREE
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Questions
Number
corresponding to
agreem ent
/disagreem ent
1. The event happened because of the way 1 acted
2. 1 can’t trust that 1 will do the right thing
3. 1 am a weak person
4. 1 will not be able to control my anger and will do something terrible
5. 1 can’t deal with even the slightest upset
6. 1 used to be a happy person but now 1 am always unhappy
7. People can’t be trusted
8. 1 have to be on guard all the time
9. 1 feel dead inside
10. You can never know who will harm you
11. 1 have to be especially careful because you never know what will 
happen next
12. 1 am not good enough
13. 1 will not be able to control my feelings, and something terrible will 
happen
14. If 1 think about the event, 1 will not be able to cope with it
15. The event happened to me because of the sort of person 1 am
16. My reactions since the event mean that 1 am going mad
17. 1 will never be able to have normal feelings again
18. The world is a dangerous place
19. If it was someone else, they would have stopped it from happening
20. 1 have permanently changed for the worse
21. 1 feel like an object, not a person
22. Someone else would not have got into this situation
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23. 1 can’t rely on other people
24. 1 feel alone and separated from other people
25. 1 have no future
26. 1 can’t stop bad things from happening to me
27. People are not what they seem
28. My life has been destroyed by the trauma
29. There is something wrong with me as a person
30. My reactions since the event show that 1 am a poor coper
31. There is something about me that made the event happen
32. 1 will not be able to cope with thoughts about the event, and 1 will fall 
apart
33. 1 feel like 1 don’t know myself anymore
34. You never know when something terrible will happen
35. 1 can’t rely on myself
36. Nothing good can happen to me anymore
Thank you for your co-operation.
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Appendix 3. COREC and site specific approval.
This form relates to the receipt of ethical approval to conduct a broader study 
evaluating the effectiveness of EMDR. This Major Research Project is a 
component of this broader study.
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NHS
Our Ref: 06/Q 1909/44 
1 August 2006
Surrey Research Ethics Committee
Education Centre 
The Royal Surrey County Hospital 
Egerton Road 
GUILDFORD 
Surrey 
GU2 7XX
Telephone: 01483 571122 ext 4382 
Direct Line/Fax: 01483 406898 
Email; ethics.committee@royalsuiTey.nhs.uk
Ms Marie Thompson 
3 Montrell Road 
Streatham Hill 
London 
SW2 4PQ
Dear Ms Thompson
The Effectiveness o f Eye M ovement Desensitisation Reprocessing (EMDR) in treating 
children and adolescents who have experienced trauma
Thank you for responding to the Com mittee’s comments on the above study.
Confirmation o f ethical opinion
Your response has been considered on behalf o f  the Committee by the Vice-Chairman. I am 
pleased, as a result, to be able to confirm a favourable ethical opinion for the above research on the 
basis described in the application form, protocol and supporting revised documents.
Ethical review of research sites
The favourable opinion applies to the research site listed on the attached form.
Conditions o f  approval
The favourable opinion is given provided that you comply with the conditions set out in the 
attached document. You are advised to study the conditions carefully.
Approved documents
The final list o f  documents reviewed and approved by  the Committee is as follows:
i) NHS REC Application Form, Version 5.1, dated 15 April 2006
ii) Your curriculum vitae, dated April 2006
iii) M ary John’s curriculum vitae (version undated)
iv) Research Proposal, Version 3, dated April 2006
An advisory committee to Surrey and Sussex Strategic Health Authority
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v) Protocol Synopsis, Version 1, dated April 2006
vi) Feedback Sheet for M ajor Research Project Proposai (undated)
vii) Letter from Mrs SA Jubb regarding insurance, dated August 2005
viii) Invitation letter for parents, Version 1, dated April 2006
ix) The EMDR Model and Children: Information for Parents, by Joanne Morris-Smith 
(undated)
x) Parent Information Sheet, Version 2, dated M ay 2006
xi) Young Person Information Sheet (12-14), Version 4, dated 24 July 2006
xii) Young Person Information Sheet (8-11), Version 5, dated 26 July 2006
xiii) Consent Form, Version 3, dated June 2006
xiv) Assent Form, Version 3, dated June 2006
xv) Letter to teacher. Version 2, dated June 2006
xvi) Letter to teacher (follow-up). Version 1, dated M ay 2006
xvii) Demographic Questionnaire, Version 1, dated April 2006
xviii) Revised Child Impact o f  Events Scale, Children and W ar Foundation 1998
xix) A Locus o f  Control Scale for Children article by  Nowicki and Strickland (1973)
xx) The Posttraumatic Cognitions Inventory (PTCI): Development and Validation article 
by Foa et al (1999)
xxi) Strengths and Difficulties Questionnaire and Follow-Up Questionnaire, Robert 
Goodman 1999
xxii) Joanne M orris-Smith’s curriculum vitae (undated)
Research governance approval
The study should not commence until research governance approval has been obtained for the 
research site.
Statement o f compliance
The Committee is constituted in accordance with the Governance Arrangements for Research Ethics 
Committees (July 2001) and complies fully with the Standard Operating Procedures for Research 
Ethics Committees in the UK.
Yours sincerely
J O H N # R S L A K E
Co-ordinator
Encs
Copy to: Ms Mary John, University o f  Surrey
Mr Philip Newcombe, W essex Primary Care Research Network
An advisory committee to Surrey and Sussex Strategic Health Authority
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Appendix 4. University of Surrey ethics approval.
UniS
Ethics Committee
26  O ctober 2007
M s M arie Thom pson  
D epartm ent of Psychology  
School of Hum an Sciences
D ear M s Thom pson
The effectiveness of eve movement desensitation reprocessing (EMDR) in treating 
children and adolescents who have experience trauma (EC/2006/80/Psvchl -  FAST 
TRACK
On behalf of the Ethics C om m ittee, I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the subm itted protocol and supporting  
docum entation.
D ate of confirm ation of ethical opinion: 25 August 2006
The list of docum ents reviewed and approved by the C om m ittee  under its Fast T rack
Document Date
Application 0 8 /0 8 /2 0 0 6
Approval Letter from the Surrey Research Ethics C om m ittee 0 1 /0 8 /2 0 0 6
Research Proposal 0 8 /0 8 /2 0 0 6
Information Sheets for Parents and Young Person 0 8 /0 8 /2 0 0 6
Consent Form and Assent Form 0 6 /2 0 0 6
D em ographic Questionnaire 0 8 /0 8 /2 0 0 6
Post-traum atic Cognitions Inventory 0 8 /0 8 /2 0 0 6
Strengths and Difficulties Questionnaire 0 8 /0 8 /2 0 0 6
Letters to Parents and Teachers 0 8 /0 8 /2 0 0 6
Insurance Docum ents 0 8 /0 8 /2 0 0 6
C opy of the N H S Application 2 5 /0 4 /2 0 0 6
This opinion is given on the understanding that you will com ply with the University's Ethical 
Guidelines for Teaching and Research.
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The C om m ittee  should be notified of any am endm ents to the protocol, any adverse  
reactions suffered by research participants, and if the study is term inated earlier than  
expected w ith  reasons.
You are asked to note that a further subm ission to the Ethics C om m ittee will be required in 
the event that the study is not com pleted  within five years of the above date.
Please inform m e w hen the research has been com pleted.
Yours sincerely
Catherine A shbee (Mrs)
Secretary, University Ethics C om m ittee, Registry
CO: Professor T  D esom bre, Chairm an, Ethics C om m ittee  
Ms M John, Supervisor, D epartm ent of Psychology  
Dr J Murray, D epartm ent of Psychology  
M s J M Sm ith, Frim ley C hildren’s C entre
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Appendix 5. Procedure and phases of the research.
P hase T im e
in terva l
P ro c e d u re P ro to co l
Phase 1 On joining 
w ait list
If deem ed by the consultant psychologist not to be an urgent 
case, the parent or guardian w as sent a letter informing them  of 
the research and inviting them  and their child to partake, and 
opt in should they wish. Information sheets for the parent and 
child w ere included. The child and their guardian w ere  invited 
to opt in and sign and return an assent form and consent form  
respectively.
Protocol
1&2
Phase 2 W ait list Having opted in to the research, all four m easures w ere sent to 
the family, together with a  dem ographic questionnaire.
Protocol 2
Phase 3 Baseline W hen the participant attended for their first session, i.e. 
im m ediately prior to E M D R  intervention, m easures w ere given 
to child and guardian for completion in clinic by the assistant 
psychologist or researcher.
Those who had not opted in at phase 1 w ere provided with 
another opportunity to partake in the research prior to 
treatm ent.
Protocol
1&2
Phase 4 Post­
treatm ent
Directly after E M D R  intervention the participant and parent 
com pleted m easures in clinic. These  w ere left with the assistant 
psychologist.
Protocol 2
Phase 5 Six w eek  
follow-up
Six w eeks after E M D R  intervention ceases, participant and  
parent w ere sent m easures and asked to return them  in a 
stam ped addressed envelope.
Protocol 2
Phase 7 Six month 
follow-up
Six months after E M D R  intervention ceases, participant and  
parent w ere sent m easures and asked to return them  in a 
stam ped addressed envelope.
Beyond  
tim e  
constraints  
of M R P
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Appendix 6. Letter to guardians explaining the research.
Major Research Project
University 
of Surrey
Guildford
Surrey GU2 7XH, UK
Telephone
+44 (0)01483 300800
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
D ear the parents of
I am  writing to you because your child has been referred to Frim ley  
Children’s Centre and is currently on the waiting list to see a 
psychologist for help with dealing with one or more traum atic  
experience(s).
I am  conducting research exam ining the effectiveness of a particular type of 
psychological treatm ent for children and adolescents who have experienced  
traum a. This treatm ent is called Eye M ovem ent Desensitisation Reprocessing  
(E M D R ) and I have enclosed with this letter an information sheet which explains the 
nature of this treatm ent in more detail.
This treatm ent has been used routinely in this clinic for over ten years and clinicians 
believe it to be a highly effective m eans of treating traum a in ch ild ren  an d  
a d o le s c e n ts . Much research has been conducted with adults and this research  
suggests E M D R  is a highly effective treatm ent for adults who have experienced  
traum a. How ever, very little research has been conducted with ch ild ren  an d  
a d o le s c e n ts . The  research I am  conducting aim s to contribute to an evidence base  
for E M D R  in the treatm ent of traum a in young people. T he  findings will then be used 
to inform governm ent decisions about the best treatm ent for young people who  
have experienced traum a.
I have enclosed with this letter an information sheet for parents and an information 
sheet for your child. These provide m ore detail about the research and w hat it 
entails. I would be most grateful if you could please take the tim e to read it. If you 
and your child decide that you would like to participate in the research, please  
com plete the slip overleaf, the consent form and assent form (which your child 
com pletes) and return them  to m e in the enclosed stam ped addressed envelope at 
your earliest convenience.
If you and your child decide not to participate, you do not need to do anything. Your 
child’s treatm ent or wait for treatm ent will not be affected by your decision to take  
part.
Yours sincerely,
M arie Thom pson  
T rainee Clinical Psychologist 
University of Surrey.
School of
Human
Sciences
Department of 
Psychology
Facsimile
+44 (0)1483 68955:
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l/W e, the parent(s) /  guardian(s) o f ...................................................................................  would like our
child to be involved in the research study regarding the psychological treatm ent o f traum a in 
young people.
Signed: ............................................................................................
Print Nam e:...... ............................................................................................
Date:................... ............................................................................................
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study title:
The effectiveness of eye m ovem ent desensitisation reprocessing (E M D R ) in the treatm ent of 
children and adolescents who have experienced traum a.
Invitation Paragraph:
Your child is being invited to take part in a  research study. Before you decide, it is im portant 
for you to understand why the research is being done and w hat it will involve. P lease take  
time to read the following information carefully and discuss it with friends, relatives and your 
child’s care team  if you wish. P lease ask if there is anything that is not clear or if you would  
like more information. P lease take tim e to decide w hether or not you would like your child to 
take part.
Thank you for reading this.
Why has mv child been chosen to take part In this study?
Major Research Project
Appendix 7. Parent information sheet.
PARENT INFORMATION SHEET
The study is interested in looking at the effectiveness of E M D R  in the treatm ent o f children 
and adolescents who have experienced traum a. Your child has been chosen because they  
have experienced a traum a and are aged between 8 and 14 years.
In total, approxim ately 50  people will participate in the study.
Does mv child have to take part?
It is up to you and your child w hether or not to take part. If you and your child do decide they  
will take part you will be asked to sign a consent form and to sign the slip at the bottom of 
this letter. If you decide that your child will take part they are free to withhold any personal 
information or to withdraw at any tim e without giving a reason. This will not affect the care  
you receive. N either will a  decision not to participate.
What would taking part entail?
You and your child will be asked to com plete a total of four questionnaires at six tim e  
intervals. Your child will be asked to com plete three questionnaires and you will be asked to 
com plete one questionnaire. O nce the questionnaires have been com pleted you will be  
required to do nothing else.
The time intervals are:
1) W hen you decide to opt in to the study and while your child is on the waiting list
2) Six w eeks after you have opted into the study and while your child is on the waiting  
list
3) Im m ediately prior to your child com m encing treatm ent
4) Im m ediately after your child has finished treatm ent
5) Six w eeks after your child has finished treatm ent
6) Six months after your child has finished treatm ent
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Y our child will receive treatm ent as usual. Being involved in the research does not affect how  
quickly you are  seen or the length or content o f treatm ent.
What is EMDR?
Please refer to separate information sheet which provides more information on E M D R
What are the advantages and disadvantages of taking part?
There  are no anticipated d isadvantages o f taking part in the study. How ever, if you or your 
child wanted to discontinue the questionnaires for any reason, you would be free to do so 
im mediately.
E M D R  is currently recom m ended by the National Institute for Clinical Effectiveness (N IC E ) 
as being an effective treatm ent for adults who have experienced traum a. At the present tim e  
not enough research has been conducted to dem onstrate this is true of E M D R  in children 
and adolescents, despite the fact it has been utilised in this clinic for over ten years and  
clinicians deem  it to be highly effective. It is hoped that the study will contribute to a greater 
understanding of the effectiveness of E M D R  in the treatm ent of traum a in children and 
adolescents and in so doing will inform N IC E  guidelines in order that the governm ent can  
m ake more up to date recom m endations so patients receive the best treatm ent available.
Confidentialitv
With regard to your child’s care team
Your child’s care team  will know that he/she is taking part in the study. The researcher will 
have no other contact with your care team  with one exception: if you say something that 
leads the researcher to believe that the safety o f your child or som eone else is at risk, this 
information will need to be passed on. Before doing so, the researcher will speak with you 
and/or your child about how to do this.
With regard to writing about the research project
All the information collected during the study will be kept strictly confidential. It will be coded  
and have your nam e and address rem oved so that you cannot be recognised from it. T he  
study has been checked to ensure it complies with data protection laws.
What will happen to the results of the studv?
The results of part of this study will be written-up by S eptem ber 2 007 , and submitted to the  
course (PsychD  in Clinical Psychology) being undertaken by one o f the researchers at the  
University of Surrey. T he  results o f the follow up part of the study will be written-up by 
Septem ber 2 008 . An article about the study will be written and attem pts will be m ade to 
publish it in an international or national psychology journal. No participant will be identified in 
any part o f the write-up or article. You could receive feedback on the results o f the study if 
you would like it.
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Who has reviewed the studv?
This study has been reviewed by South W est Surrey Local R esearch Ethics Com m ittee, by 
the R esearch and D evelopm ent departm ent within your local N H S  Trust, and by academ ic  
psychologists at the University of Surrey.
Contact for further information
If you have any questions or concerns about this study, you should discuss them  with the  
researcher leading the study:
M arie Thom pson  
Trainee Clinical Psychologist 
D epartm ent of Psychology 
University of Surrey  
Guildford G U 2 7X H  
Tel: 014 8 3  689441
What do I do if I would like mv child to be included In the research?
Please com plete the slip on the introductory letter at your earliest convenience using the  
enclosed stam ped addressed envelope.
If you have any complaints about your participation in this research, in the first instance please contact the Chief 
Investigator. Ms Marie Thompson. The normal National Health Service complaints mechanisms should also be 
available to you.
In the unlikely event of your child suffering significant and enduring harm as a result of your participation in this 
research, the University of Surrey (as sponsor of the research) holds no-fault insurance cover which is intended to 
provide compensation to participants, regardless of liability. The University of Surrey also has public liability 
insurance, which covers public liability claims.
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Appendix 8. Child information sheet.
Age 8-11 version
Would vou like to help out on a research project?
Before you decide, it is im portant for you to understand w hy the research is being done and  
w hat it will involve.
P lease take tim e to read this sheet and discuss it with friends and parents if you wish. You  
may w ant to ask a  parent to help you read this information sheet.
What is the project?
Som etim es w hen a bad or difficult thing happens to a person, they find it difficult to get on 
with their lives. They might have uncomfortable feelings, they might have thoughts in their 
head which m ake them  feel bad, or they might have m ore headaches or stom ach-aches than  
usual.
It is not very nice for the person to experience these things and so they might see a  
psychologist to help them  deal with the bad or difficult thing that happened so they don’t have  
to feel like this anym ore.
This project is looking at the w ay psychologists work in helping young people deal with 
difficult experiences.
Do I have to take part?
It is up to you to decide w hether or not to take part.
If you decide that you will take part you are free to change your mind at any tim e without 
giving a reason. This will not m ake a difference to the care you receive at the clinic.
What would I need to do?
You will be seen by the people at the clinic as usual, which m eans you are  likely to see a
psychologist. There  is a small chance that your session with the psychologist will be tape
recorded or observed by a researcher. If you decide that you do not w ant this to happen, it is 
ok to say so.
You will also be asked to com plete som e questionnaires. Your parents will be asked to 
com plete one questionnaire. O nce the questionnaires have been com pleted you will not 
need to do anything else.
Confidentialitv (privacv)
The information you provide on the questionnaires will be kept private to the people at the  
clinic who are part of the project. The only time something you say will not be kept private is 
if you say something on the questionnaire that m akes us think you or som eone else is in 
danger. If this happens w e  will need to tell som eone who can help you.
What do I do if I would like to be included in the research?
Tell your parent who will let m e know.
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Child information sheet. Age 12-14 version.
You are being invited to take part in a research project. Before you decide, it is im portant for 
you to understand w hy the research is being done and w hat it will involve. P lease take time  
to read this sheet and discuss it with friends and parents if you wish. You m ay w ant to ask a 
parent to help you read this information sheet. P lease ask if there is anything that is not clear 
or if you would like more information. P lease take tim e to decide w hether or not you would 
like to take part.
Thank you for reading this.
What is the project?
Som etim es w hen a bad or difficult thing happens to a  person, they find it difficult to get on 
with their lives. T hey  might have uncomfortable feelings, they might have thoughts in their 
head which m ake them  feel bad, or they might have more headaches or stom ach-aches than 
usual. It is not very nice for the person to experiences these things and so they might see a 
psychologist to help them  deal with the bad or difficult thing that happened so they don’t have  
to feel like this anym ore.
This project is looking at the w ay psychologists work in helping young people deal with 
difficult experiences.
Whv have I been chosen to take part in this project?
The project is interested in looking at making sure the treatm ent psychologists give young 
people who have experienced traum a is working. You have been chosen because w e  w ant 
to know if the treatm ent works for people who have experienced a traum a and are  aged  
between 8 and 14 years.
Do I have to take part?
It is up to you to decide w hether or not to take part. If you do decide to take part you will be 
asked to sign a  form saying that you agree to take part. If you decide that you will take part 
you are free to change your mind at any tim e without giving a reason. This will not affect the  
care you receive. If you decide not to take part, it doesn’t m ake any difference to the care  
you will receive.
What would taking part involve?
You will be seen as usual. T he  only difference will be that you will be asked to com plete  
three questionnaires at different stages. Your parents will also be asked to com plete one  
questionnaire. O nce the questionnaires have been com pleted you will not need to do 
anything else. You will be asked to com plete these questionnaires six tim es over about one  
year.
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W h a t a re  th e  a d v a n ta g e s  an d  d is a d v a n ta g e s  o f ta k in g  p art?
There are no expected disadvantages of taking part in the project. How ever, if you w ant to 
stop completing the questionnaires for any reason, you would be free to stop im mediately, 
and without giving a reason
If you take part you will be helping us to find the best treatm ent to help young people who  
have had difficult things happen to them.
C o n fid e n tia litv  (p rivacv )
T he information you provide on the questionnaires will be kept private to the researcher, and 
the psychologist who you see and the assistant psychologist who m ay help you com plete  
som e of the questionnaires. This m eans that these people are the only people who will see  
your questionnaires.
There  is one exception: if you say something that m akes the researcher think that your safety  
or som eone else is in danger, this information will need to be passed on. Before doing this, 
the researcher will speak with you about this.
It is likely that you will see one of two people about your difficult experience. B ecause it is 
important for the research to m ake sure that both people are giving the sam e sort of 
treatm ent, a small proportion of people will be asked if they agree to the session being tape  
recorded or to the researcher sitting in on the session. It is perfectly ok for you to say that 
you don’t w ant this to happen, and the session can go ahead without being observed or tape  
recorded. T he  tape recording will be kept confidential also.
W h a t w ill h app en  to  th e  resu lts  o f th e  p ro iec t?
An article about the project will hopefully be published in a psychology journal. N o-one  
taking part will be identified in any part o f the article. You could receive feedback on the  
results o f the project if you would like it.
W h o  has rev iew ed  th e  p ro iec t?
This project has been reviewed by South W est Surrey Local Research Ethics Com m ittee, by 
the Research and Developm ent departm ent within your local N H S  Trust, and by academ ic  
psychologists at the University of Surrey.
C o n ta c t fo r  fu r th e r  in fo rm atio n
If you have any questions or concerns about this project, you should discuss them  with the  
researcher leading the project:
M arie Thom pson  
Trainee Clinical Psychologist 
D epartm ent of Psychology 
University of Surrey  
Guildford G U 2 7XH  
Tel: 01483  689441  
W h a t do  I do  if  I w o u ld  like  to  be in c lu d e d  in th e  research ?
Tell your parent who will let m e know.
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Appendix 9. Consent form.
CONSENT FORM
T itle  o f  P ro jec t: T h e  effectiveness of eye m ovem ent desensitisation reprocessing
(E M D R ) in the treatm ent o f children and adolescents who have  
experienced traum a.
N am e o f R e s e arc h e r: M s M arie  T h o m p s o n
N am e o f C h ild : .........................................................................
P lease  in itia l 
box
I confirm that I have read and understand the information sheet dated for the  
above study and have had the opportunity to ask questions.
2 I understand that my child’s participation is voluntary and that he/she is free to 
withhold personal information or to w ithdraw at any tim e, without giving any  
reason, and without his/her medical care or legal rights being affected.
3 I understand that sections of any o f my child’s medical notes m ay be looked at 
by responsible individuals involved in the research from Frim ley Children’s 
Centre w here it is relevant to the research. I give permission for these  
individuals to have access to my child’s records.
I understand that there is a  small chance that my child’s session will be tape  
recorded or observed by a researcher in order to ensure reliability in delivery of 
intervention by the psychologists involved in the study, and that my child or I 
are able to request that this does not happen without my child’s treatm ent or 
involvem ent in the research project being affected.
N am e of parent /  guardian D ate Signature
1 for parent; 1 for researcher; 1 to be kept with care team note
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Appendix 10. Assent form.
ASSENT FORM
T itle  o f P ro jec t: T he  effectiveness of eye m ovem ent desensitisation reprocessing
(E M D R ) in the treatm ent o f children and adolescents who have  
experienced traum a.
N am e o f Y o u n g  P erso n : .........................................................................
P le a s e  p u t y o u r  
in itia ls  in th e  
b ox
1 I confirm that I have read and understand the information sheet (or had it read  
to m e) for the above study and have had the opportunity to ask questions.
2 I understand that my participation is voluntary and that I am  free to w ithdraw at 
any time, without giving any reason, and without my medical care or legal 
rights being affected.
I understand that sections of any o f my m edical notes m ay be looked at by 
responsible individuals involved in the research from Frim ley Children’s Centre  
w here it is relevant to the research. I give permission for these individuals to 
have access to my records.
I understand that there is a small chance that my session will be tape recorded  
or observed by a researcher. If I decide that I do not w ant this to happen, it is 
ok to say so.
N am e o f young person D ate Signature
1 for participant; 1 for researcher; 1 to be kept with care team notes
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Appendix 11. Poster presented at the 10^ * European 
Congress of Traumatic Stress, June 2007, Croatia.
MATERIAL REDACTED AT REQUEST OF UNIVERSITY
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Appendix 12. EMDR protocol (Shapiro, 2001).
Phase Client history 
1 and treatment 
planning.
Therapist takes a full history, assesses the client’s readiness for 
E M D R , and develops a  treatm ent plan. In addition to standard  
procedures o f client assessm ent, the therapist identifies suitable 
targets for E M D R  treatm ent.
Phase
2
Preparation Preparation or stabilization aim ed at establishing the therapeutic  
relationship, setting reasonable expectations, and educating the  
client regarding his/her symptoms. T he  focus is on enhancem ent 
of personal resources, such as safety and affect m anagem ent, 
before work on the traum atic m em ories. For clients with no marked  
deficits in these areas, this phase of treatm ent is brief and E M D R  
is used typically to enhance “safe place” visualizations.
Phase
3
Assessment Structured clinician-directed assessm ent of the sensory, cognitive, 
and affective com ponents of the targeted m em ory. T h e  client 
describes the associated visual im age that is most vivid and  
compelling. A fter identification o f the current irrational negative  
belief about self that is elicited by this im age (e .g., “I’m not 
lovable”), he expresses a  desired positive belief (e .g ., “I am  
lovable”). T he  client then com bines the visual im age with the  
negative belief; this activates the m em ory network and often 
evokes strong affect.
Phase
4
Desensitisation Client focuses on the visual im age, negative belief, and body 
sensations, and then to, “Let w hatever happens happen.” T he  
client maintains this internal focus while sim ultaneously moving the  
eyes from side to side for 15 or m ore seconds following the  
therapist’s fingers as they m ove across the visual field. O ther dual­
attention stimuli (e.g., hand tapping, auditory stimulation) can be 
used instead of eye m ovem ents. After the set of eye m ovem ents, 
the client is told, “let go of the material, and take a deep  breath ,” 
and then is asked, “W h at do you get now?” G enerally, the new  
material (im age, thought, sensation, or em otion) becom es the
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focus for the next set of eye m ovem ents. This cycle o f alternating 
focused attention and client feedback is repeated m any times  
during the session and typically is accom panied by reported shifts 
in affect, physiological states, and cognitive insights. Such shifts 
are conceptualized in the A lP  model as resulting w hen connections  
are m ade between the dysfunctionally stored m em ory and more 
adaptive information. If these associations do not occur 
spontaneously, the therapist intervenes to introduce the requisite 
information. As negative im agery, beliefs, and em otions becom e  
diffused and less valid, positive ones tend to becom e stronger and 
m ore salient.
Phase Installation of 
5 Positive 
Cognition
After the targeted m em ory can be accessed without distress and 
promotes the expression and consolidation of the client’s cognitive 
insights. Often self-acceptance and new positive and realistic self­
perceptions characterize these insights. During this phase, the  
client sim ultaneously thinks about the original m em ory and the  
most enhancing positive cognition while experiencing dual­
attention stimulation. T he  focus is on incorporating and increasing 
the strength of the positive cognition until the client reports strong 
confidence in the belief.
Phase
6
Body scan T he client is asked to notice, while focusing on the im age and 
positive cognition, if there is any tension or unusual sensation in 
the body. The A lP  model posits that dysfunctionally stored 
information is experienced physiologically; therefore, E M D R  
processing is not considered com plete until the client can think of 
the disturbing m em ory without feeling any significant body tension. 
If the client reports any negative sensations, these are  targeted for 
processing until the tension is relieved.
Phase
7
Closure The therapist determ ines w hether the m em ory has been  
processed adequately and, if not, assists clients with the self- 
calming interventions developed in phase two. All clients are  
informed that processing m ay continue after the session and are
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instructed to maintain a journal to record any related material that 
arises, such as dream s, intrusions, insights, m em ories, and 
em otions. This assignm ent enhances stabilization by extending  
treatm ent effects to real-life stressors and promoting a sense of 
self-m astery and observation.
Phase
8
Re-evaluation Réévaluation, phase eight, takes place at the beginning of every 
E M D R  session following the initial session. T h e  therapist asks the 
client to think of the previously processed m em ory to determ ine if 
the treatm ent gains from the previous session have been  
m aintained. T he  clinician assesses w hether any situational triggers 
are eliciting distress or w hether new skills are required for adaptive  
functioning. In addition to behavioral reports, therapists are  
encouraged to adm inister standardized self-report m easures to 
monitor changes in specific symptoms.
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Appendix 13. Skewness and kurtosis calculations for all variables.
Pre-treatment distribution of data (n=26)
Standard error Z- Standard error
Pre-treatment Kurtosis o f Kurtosis Kurtosis Skewness of Skewness Z-Skewness
CRIES -0.322 0.872 -0.37 0.281 0.448 0.63
PTCI -0.695 0.887 -0.78 0.795 0.456 1.74
PTCI self 0.967 0.887 1.09 0.295 0.456 0.65
PTCI world 0.475 0.887 0.54 -0.041 0.456 -0.09
PTCI self-blame -0.445 0.887 -0.50 0.441 0.456 0.97
LCS 0.637 0.872 0.73 0.228 0.448 0.51
SDQ 0.542 0.872 0.62 -0.016 0.456 -0.04
SDQ Emotional -0.83 0.872 -0.95 -0.463 0.448 -1.03
SDQ Conduct -0.036 0.872 -0.04 0.969 0.448 2.16
SDQ Hyperactivity -0.639 0.872 -0.73 -0.246 0.448 -0.55
SDQ Peer -0.444 0.872 -0.51 0.334 0.448 0.75
SDQ Pro-social 0.051 0.872 0.06 -0.832 0.448 -1.86
Waitlist distribution of data (n=8)
Standard error Z- Standard error
W aitlist Kurtosis o f Kurtosis Kurtosis Skewness of Skewness Z-Skewness
CRIES -0.408 1.481 -0.28 -0.341 0.752 -0.45
PTCI 1.476 1.481 1.00 -0.465 0.752 -0.62
PTCI self -1.731 1.481 -1.17 -0.146 0.752 -0.19
PTCI world 4.977 1.481 3.36 -2.068 0.752 -2.75
PTCI self-blame 2.785 1.481 1.88 1.723 0.752 2.29
LCS 3.298 1.481 2.23 -1.466 0.752 -1.95
SDQ 1.26 1.587 0.79 -1.33 0.794 -1.68
SDQ Emotional -0.742 1.587 -0.47 -0.363 0.794 -0.46
SDQ Conduct 2.713 1.587 1.71 1.52 0.794 1.91
SDQ Hyperactivity 2.695 1.587 1.70 0.716 0.794 0.90
SDQ Peer -0.898 1.587 -0.57 0.726 0.794 0.91
SDQ Pro-social -0.983 1.587 -0.62 -0.855 0.794 -1.08
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Appendix 14. Cronbach alpha calculations.
a
CRIES .5
PTCI .5
LCS .9
SDQ .8
269
Major Research Project
Appendix 15. Demographic data by phase.
Pre Post 6 weeks
Age
8 4
9 4
10 3 1 1
11 3
12 3 1 1
13 3
14 6
Sex
Maie 13
Female 13 2 2
Ethnicity
White British 22 2 2
White Irish 1
Not stated 3
Total 26 2 2
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Appendix 16. CRIES, LCS, PTCI, SDQ and Factor scores across treatment.
CRIES. LCS. total PTC! and total SDQ scores across treatment
CRIES LCS
PTCI
Total
SDQ
Total
1 2 1 2 1 2 1 2
Pre 35* 44* 14 21 9 16 18*** 28***
Post 11 12 15 8 7 5 17*** 9
6 weeks 24 1 11 7 7 5 -|7*** -|4**
*Above clinical significance on the CRIES, ** Borderline on the SDQ, 
*** Abnormal on the SDQ
PTCI factor scores across treatment
View  o f the Self V iew  o f the W orld Self-blame
1 2 1 2 1 2
Pre 4 4 4 7 1 6
Post 2 1 4 3 1 1
6 weeks 1 1 5 3 1 1
SDQ factor scores across treatment
Emotional Problems Conduct Problems Inattention /  Hyperactivity
1 2 1 2 1 2
Pre 7 Abnormal 7 Abnormal 1 Normal 9 Abnormal 7 Abnormal 7 Abnormal
Post 7 Abnormal 2 Normal 2 Normal 4 Abnormal 6 Borderline 3 Normal
6 weeks 6 Abnormal 1 Normal 3 Borderline 8 Abnormal 5 Normal 3 Normal
Peer Relationship Problems Pro-social Behaviour
1 2 1 2
Pre 3 Borderline 5 Abnormal 8 Normal 8 Normal
Post 2 Normal 0 Normal 8 Normal 9 Normal
6 weeks 3 Borderline 2 Normal 7 Normal 6 Normal
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Appendix 17. Extent to which Standards of research Design were achieved
1) Clearly defined target symptoms: Achieved.
These were defined as those PT symptoms identified by the CRIES. Working 
within the practice parameters identified by Cohen et al., (1988), a formal 
diagnosis of PTSD was not necessary or appropriate given the limitations of 
diagnostic criteria for PSTD with children and adolescents detailed above. 
EBD were those identified by the SDQ.
2) Use of reliable and valid measures: Mostly achieved.
The outcome measures employed in this study were selected to best address 
the research questions and had sound psychometric properties. The exception 
to this is the use of the amended version of the PTCI, which was subject to 
basic procedures of validity and reliability, details of which are provided below. 
Items of all measures were examined to ensure they did not overlap in terms 
of content across the scales.
3) Use of blind evaluators other than the treatment provider to collect 
assessment measures: Achieved.
Questionnaires were either mailed to participants by the author or the 
assistant psychologist working at the CAMHS, or given directly to participants 
in clinic either by the assistant psychologist or the researcher, depending on 
the phase of the research. Data was received by mail by the researcher or 
collected in clinic by the assistant psychologist, neither of whom was involved 
in the treatment.
4) Inter-rater reliability: This is not applicable given the self-report nature of the 
measures.
5) Unbiased assignment to treatment, either random assignment conditions or 
stratified sampling with the treatment delivered by at least two therapists: Not 
achieved.
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One therapist provided EMDR intervention because no other clinicians in the 
service were trained to the same level. The author prioritised adherence to 
standard 10 over adherence to this standard (see SRD 10).
6) Treatment fidelity to manualised replicable, specific treatment programmes: 
Achieved.
Three treatment sessions were video recorded and rated by a clinician trained 
in EMDR but independent of the research, who found the treatment to adhere 
to Shapiro’s (2001) protocol.
7) Appropriate sample size: Achieved.
An appropriate sample size for detecting associations between variables with 
sufficient power and effect size is 22. A sample of 26 was recruited.
8) Appropriate length o f treatment offered: Achieved.
Those completing treatment received 4-6 sessions of EMDR, each between 1 
hour and 1.5 hours in duration. This is in line with the number and duration 
reported to be typical in the literature.
9) Inclusion o f follow-up data: Achieved.
Two participants completed 6 week follow-up data.
10)EMDR delivered by an appropriately trained clinician: Achieved.
The clinician providing EMDR is a consultant clinical psychologist trained in 
delivering EMDR to children and adolescents and has 15 years of experience 
using EMDR with this client group. The therapist trained in EMDR at a 
respected international institution, and indeed is a European trainer of other 
clinicians in using this approach with children and young people.
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